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PREFACE 


rostate cancer is a formidable foe, but it need not de- 

feat us. No doubt it is a daunting disease develop- 

ing as a clinical threat to life in as many as 1 in 6 
men in the United States. Added to this major statistic (one 
of many for this disease) is the dilemma associated with 
various controversies frequently advertised about it—from 
accepting the utility of available diagnostic tests to defin- 
ing the risk-benefit optimum for assorted treatments. All 
of this does create a certain “solemnness,” if not confusion, 
surrounding the disease for many, and certainly for pa- 
tients and their families who are confronted with it. 


Taking action to understand prostate cancer, and gaining 
knowledge about it to make informed management deci- 
sions, is a proper course of action to respond to the chal- 
lenge of the disease. This book is meant to provide insight 
and guidance in this regard. Hopefully, its content will be 
empowering to you—enough to take on the enemy and de- 
feat it. I salute you for being proactive in seeking the best 
management possible and partnering with your trusted 
medical professional consultant to succeed. 


Arthur L. Burnett, MD, MBA, FACS 


INTRODUCTION 


How TO USE THIS BOOK TO 
YOUR BENEFIT 





ou will receive a great deal of information from your 
¥{ insite team. You will also probably seek out 

some information on the Internet or in bookstores. 
No doubt friends and family members, meaning well, will 
offer you advice on what to do and when to do it, and will try 
to steer you in certain directions. Relax. Yes, you have heard 
words you wish you had never heard said about you, that 
you have prostate cancer. Despite this shocking phrase, you 
have time to make good decisions and to empower yourself 
with accurate information so that you can participate in the 
decision making about your care and treatment. 


This book is designed to be a how-to guide that will take 
you through the maze of treatment options and sometimes 
complicated schedules, and will help you put together a plan 
of action so that you become a prostate cancer survivor. 
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The majority of men diagnosed today will be survivors of 
this disease. Your goal is to join that majority. 


This book is broken down into chapters and includes an 
index as well as credible resources listed for your further 
review and education. By empowering yourself with under- 
standable information, we hope you will be comfortable par- 
ticipating in the decision making about your treatment. 


You don’t need to rush into treatment immediately. You 
have time on your side to plan things well and confidently. 
Let’s begin now with understanding what has happened 
and what the steps are to get you well again. 


xii 


CHAPTER 1 





Q) JOHNS HOPKINS 


MEDICINE 


First STEPS— 
I’vE BEEN DIAGNOSED WITH 
PROSTATE CANCER 





A diagnosis of prostate cancer was made. At the time of 
your routine annual physical examination, suspicion was 
raised either because of an elevation in your serum pros- 
tate-specific antigen (PSA) level or an abnormality of the 
prostate noted by digital rectal examination. No doubt, 
this is an emotional shock. At the same time, the diagno- 
sis might not seem all that surprising based on popula- 
tion studies that suggest that the current risk of diagnosis 
of prostate cancer approximates 1 in 6 men in the United 
States. Prostate cancer is the most commonly diagnosed 
malignancy among men in the United States, with ap- 
proximately 200,000 diagnoses a year and approximately 
30,000 deaths annually. The numbers are all the more 
daunting for black men, who have a 40% higher risk of the 
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disease and twice the rate of death from it. According to 
current statistics, approximately 1 in 38 men will die from 
prostate cancer. On a positive note, the mortality rate asso- 
ciated with this disease has declined over the past decade. 
The reduced mortality is associated with various factors, 
including screening efforts leading to earlier detection and 
advances in life-saving therapeutic approaches. 


Multiple controversies surround the diagnosis of prostate 
cancer. With better detection, the prevalence of prostate 
cancer has risen, though in up to 50 percent of men, it may 
not be life threatening and require active treatment. Thus, 
a logical question is whether all prostate cancer is deadly? 
Another is whether active treatment may carry more haz- 
ards, such as side effects that hamper quality of life, than 
the threat of this disease? Today, treatment decisions must 
take into account a careful understanding of the risk profile 
of the diagnosis in each man as well as issues regarding 
his overall health status and life expectancy. A variety of 
treatments exist, but choice of intervention—from surgery 
to active surveillance—will differ among patients. Cer- 
tainly, you may have heard about many of these controver- 
sies, which likely adds to your anxiety and fear. The stress 
may be further heightened because of the idea today that 
patients should assume a more active role in the decision- 
making process for managing their disease. 


HOW TO SELECT YOUR ONCOLOGY TEAM AND 
MEDICAL CENTER 


It is well documented that the best outcomes associated 
with prostate cancer management are related to the quali- 
fications of your treating physicians and medical center. It 
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makes sense to consider a medical center for your manage- 
ment that has a high level commitment to prostate cancer 
management and that provides a diversity of personnel 
and resources dedicated to patients with prostate cancer. 
The facility may be a referral center separate from where 
your prostate cancer diagnosis was made under the care of 
your original urologist. This facility may include a urologic 
surgeon with expertise in prostate cancer, radiation on- 
cologist, medical oncologist, prostate pathologist, prostate 
imaging radiologist, genetics counselors, oncology nurses, 
and a psychosocial support staff for patients diagnosed 
with prostate cancer. There should be interaction between 
all these specialists in the form of interdisciplinary confer- 
ences and tumor boards, during which the latest develop- 
ments in management of both common and complicated 
cases are discussed. Such a center offers the very latest and 
best treatments that have been established through rigor- 
ous studies as well as the option to be involved in active 
clinical trials forecasting new therapies. 


LEARNING ABOUT YOUR DISEASE BEFORE THE 
FIRST VISIT 


It is important to know that prostate cancer does not always 
carry the death sentence that it once did. Because of the 
routine use of PSA testing, prostate cancer is often found 
very early, and it is estimated that many men may have 
as much as a 10-year advance notice of the disease. To ap- 
preciate this concept further, consider that today 1 in 20 
men presenting with prostate cancer diagnoses have dis- 
tant metastases, compared with the rate of 1 in 3 men who 
presented with the disease in 1982. This “lead time effect” 
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enables early action. Of course, it also raises challenges for 
considering whether the diagnosis always merits active 
treatment that may carry risks (see previous discussion). 
Nonetheless, having an early start by knowing you have the 
diagnosis may be the best position to be in so that you and 
your doctors can plan for the very best outcome. 


GATHERING RECORDS: BIOPSY, LABS, 
RADIOLOGY REPORTS 


In preparing for another consultation, it is important to 
collect your medical records and other pertinent informa- 
tion to bring with you for your consultation. These records 
should specifically assist in the evaluation of your prostate 
cancer risk profile. However, other records may also be help- 
ful for the evaluation of your overall health status that may 
affect the best recommendation. Regarding prostate health 
records, serial PSA testing over many years may have been 
done, and results showing the trend in these measurements 
could be very helpful. The prostate biopsy report detailing 
specifics about the biopsy findings should be copied and 
brought. Specific information from the biopsy includes the 
number of biopsy cores obtained, the locations of biopsy 
cores containing cancer within the prostate, the percentage 
of cancer within each biopsy core, and the determination 
of Gleason score (a grading system that defines the appear- 
ance of the cancerous tissue). 


For many centers, the actual biopsy slides containing your 
tissue are requested for first-hand review by pathologists at 
the medical center to render an independent evaluation of 
your prostate cancer. Sending these slides in advance for 
pathologic review or having them on hand with you during 
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the initial consultation can be very helpful to move along the 
pathologic review process. Additionally, reports of any im- 
aging studies such as bone scan, CAT scan, or MRI may be 
shown. In the past, these additional imaging studies were 
frequently ordered, but today they are not commonly done 
in men with an early diagnosis and evidence of only local- 
ized disease. Medical records from your previous urologic 
consultations can also be very helpful, particularly to review 
any initial treatments that you may have received. Know- 
ing what has already been done for your prostate cancer 
may affect further decisions regarding management. Brief 
summaries of your overall medical conditions are also use- 
ful. Your doctors will want to take into account your other 
health problems so they can recommend the best treatment 
for your prostate cancer. As stated earlier, the natural his- 
tory of prostate cancer can be long and drawn out. For many 
men, their other medical conditions will have a greater ef- 
fect on their health and longevity than will their prostate 
cancer diagnosis. In these men, less urgent or aggressive 
prostate cancer management may be the most appropriate 
course. It is important to avoid implementing major inter- 
ventions when they may be unnecessary. 


CANCER STAGING 


Clinical staging is an important component of the initial 
evaluation. Clinical stage refers to the extent of the disease 
and as such influences decision making because it indi- 
cates how far the disease has progressed and how likely a 
treatment may be able to control it. Other components of 
the initial evaluation include two readily available clinical 
diagnostic variables: the PSA level and the Gleason score 
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from the prostate biopsy. Often, these variables are com- 
bined to give the probability of the progression of disease. 
Tools used for this purpose include predictive, validated 
nomograms. Such nomograms provide information re- 
garding the likelihood that the disease is confined to the 
prostate gland, spread locally beyond the prostate gland, or 
spread distantly into lymph node tissue or elsewhere in the 
body. Many patients have a heightened appreciation of their 
prostate cancer risk profile by accessing nomograms and 
then entering in their own clinical variables to get a sense 
of the “big picture.” 


The most common form of prostate cancer is adenocarci- 
noma (greater than 95%). This type of prostate cancer is a 
malignant transformation of the structure of glands and the 
cells that make up these glands into a random and disorga- 
nized architecture. Prostate cancer tissue can be evaluated 
under the microscope to identify this transformation. The 
pathologist’s microscopic evaluation of the prostate cancer 
tissue also determines the aggressiveness level, referred to 
as the Gleason score. The Gleason score represents the sum 
of two numbers rating the two most common patterns of 
abnormal glandular architecture based on a graded scale of 
I to 5, with 1 indicating low-grade cancer and 5 indicating 
high-grade cancer. The first number corresponds with the 
predominant pattern and the second number relating to 
the second most common pattern observed in examining 
the prostate tissue for an individual patient. For example, a 
Gleason score of 4 + 3 = 7 indicates a predominant pattern 
of mostly abnormal glands that are not quite the highest 
grade with a secondary pattern that is somewhat less. In 
cases where the glands are abnormal but still fairly uni- 
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form in appearance, the same number may be repeated. 
Tumor aggressiveness increases with the score (e.g., 4 + 4 
is more aggressive than 3 + 4). 


When doctors refer to cancer staging they are talking about 
the extent to which the cancer has spread. Both “clinical 
staging” and “pathological staging” are frequently used, but 
it is important to recognize the difference between them. 
Clinical staging refers to the determination of the extent of 
disease based on clinical findings prior to any sort of treat- 
ment. This primarily involves the findings from the digi- 
tal rectal examination. Digital rectal examination assesses 
whether the tumor is palpable and the extent to which this 
seems to involve the prostate. Because the prostate is a bilo- 
bar structure, the examiner can comment on whether the 
tumor is minimally or extensively palpable, and if it involves 
one or both sides of the prostate. This palpation involves 
only the zone of the prostate that borders on the rectal wall, 
and this side of the prostate is called the peripheral zone. 
Prostate cancer may also arise in areas of the prostate that 
are not accessible to the examiner’s finger. This limitation 
may account for the difference that may occur between 
clinical and pathological staging. When they are indicated, 
imaging studies may provide further information to deter- 
mine the extent of disease. Bone scan, pelvic CAT scan or 
MRI may increase the original clinical stage that was deter- 
mined only by digital rectal examination. 


Pathological staging, on the other hand, indicates the ex- 
tent of cancer that is found in the surgically removed tissue 
specimens. Pathological staging requires surgery so the 
pathologist can evaluate the removed prostate to directly 
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assess the extent of cancer spread. Pelvic lymph nodes are 
also regularly removed during surgery and then assessed 
for cancer spread. 


A review of the various ways that PSA testing aids the clini- 
cal evaluation of prostate cancer is helpful. The PSA level 
itself is helpful, and it is quite readily understood that the 
higher the number the greater the extent of disease and 
worse prognosis. But, there are exceptions. Tumors that 
are poorly differentiated (extremely different from normal 
biological tissue) may not produce significant amounts of 
PSA such that the measurement in blood may seem sur- 
prisingly low. On the other hand, there are cases in which 
a more elevated PSA measurement can occur with a large 
amount of cancerous tissue present within the prostate in 
locations that may not easily be appreciated on the digital 
rectal examination, such as the anterior zone (opposite to 
the peripheral zone). 


A complicating issue is that the PSA test is not cancer spe- 
cific. The test is only prostate specific, and elevations may 
arise from benign diseases of the prostate such as benign 
prostatic enlargement and prostatitis. Other forms of PSA 
measurement have been developed in an attempt to cor- 
rect for elevations associated with benign conditions of the 
prostate. These include PSA density, free PSA, and PSA ve- 
locity. These are briefly explained as follows. PSA density 
is a measurement of the PSA level divided by estimation of 
prostate volume determined by transrectal ultrasonography 
and simply implies that the PSA value is adjusted for pros- 
tate size. A PSA density of less than 0.1 generally implies 
a low risk situation for prostate cancer. Free PSA refers to 
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a molecular form of PSA that is not bound to a circulating 
protein in the blood called alpha,-antichymotrypsin. The 
free PSA measurement is generally higher in men with be- 
nign disease, and a measurement of less than 15% suggests 
clinically significant or more aggressive disease. PSA veloc- 
ity refers to the change in PSA over time. The greater the 
rate of PSA increases over time, the greater the threat of a 
clinically adverse form of prostate cancer. A PSA change of 
greater than 2 ng/ml in the year before diagnosis means an 
increased risk of death from prostate cancer. 


CHAPTER 2 





) JOHNS HOPKINS 


MEDICINE 


My Team— 
MEETING YOUR 
TREATMENT TEAM 





PLAYERS 


Many different individuals comprise your professional 
team. These include the prostate cancer urologic surgeon, 
radiation oncologist, medical oncologist, pathologist, radi- 
ologist, nurses, social worker, and others. The following 
best describes the roles of these individuals: 


Prostate Cancer Urologic Surgeon. This is a 
physician with surgical expertise in performing 
radical prostatectomy, the removal of the prostate, 
appropriate surrounding tissue, and pelvic lymph 
nodes. Oftentimes, this is the first doctor you will 
see for the diagnosis and initial management of 
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your disease. This specialist may also perform 
other types of pelvic surgery for the treatment 
of prostate cancer that do not involve prostate 
removal (see discussion in Chapter 3). 


Radiation oncologist. This specialist evaluates 

the role of radiation therapy and implements this 
therapy if a decision is made that the tumor is best 
treated by irradiation. 


Medical oncologist. This specialist becomes 
involved once treatments that require complicated 
medicine regimens such as chemotherapy, 
hormonal therapy, and any possibly novel 
combination therapies are considered. This 
doctor may not necessarily be the initial physician 
carrying out your evaluation. The medical 
oncologist’s role is more significant for patients 
with advanced prostate cancer. 


Pathologist. This is a specialist in the evaluation 
of the tissue specimens that are retrieved, by 
biopsy or surgery, during your evaluation and 
management. The pathologist examines the tissue 
specimens under the microscope to facilitate an 
accurate assessment of the tumor aggressiveness 
and extent. 


Radiologist. This specialist is involved in studying 
and describing findings demonstrated by imaging 
studies (like x-rays, bone scans, CAT scans, and 
MRI scans) used in the evaluation and staging of 
prostate cancer. 


My Team—Meeting Your Treatment Team 





Nurses. Nurses are professionals providing 
important roles in the overall care of prostate 
cancer patients. They also serve as counselors and 
educators for both patients and families. 


Social Worker. This team player is involved in 
support issues surrounding the management of 
prostate cancer. The social worker may also be 
involved in addressing financial concerns that 
arise surrounding clinical management. 


Survivor volunteer. This individual may play 

a very important role for any patient receiving 
a diagnosis of prostate cancer, considering 
management options, and proceeding through 
clinical management. A patient “who has been 
there before” offers tremendous emotional 
support and complements the service the 
professional staff provides. 


MAKING YOUR INITIAL APPOINTMENT 


Having been given the diagnosis of prostate cancer, you 
may feel you want to be seen at a major medical center spe- 
cializing in the management of prostate cancer. It is very 
appropriate to do so. It makes sense that a high-volume 
center with many experienced clinicians may be able to 
bring you the best management for your disease. The 
medical literature also supports this assumption. You may 
get a sense that a medical facility is highly reputable for 
its management of prostate cancer based on published rat- 
ings of hospital performances. You may also gather more 
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information using Internet Web sites that describe clinical 
services available at various medical centers. 


Identify a prostate cancer urologic surgeon who has been 
well trained and specializes in prostate cancer manage- 
ment. The surgeon should be credentialed and Board 
Certified as a urologist. This surgeon should also have 
demonstrated additional ability and focus in prostate can- 
cer management. The specialist should be an experienced, 
highly skilled surgeon who can report on the number of 
prostate cancer surgeries he/she does on a monthly and 
yearly basis and the total number of surgeries performed 
during the course of his/her career. As a rule of thumb, 
an experienced surgeon should actively perform at least 50 
surgeries annually and have accomplished more than 500 
surgeries in total. Do not be afraid to ask your surgeon for 
this information. 


Question further to learn about that surgeon's results, 
what are often refered to as “surgical outcomes.” These out- 
comes include the success in controlling the cancer, based 
on the pathology results and clinical follow-up. Outcomes 
related to recovery of sexual function and urinary control 
are especially important. When you talk to your surgeon be 
direct and persistent when asking about his/her outcomes. 
If the surgeon is truly committed to you, he/she should be 
forthright in explaining all these issues and put you at ease 
in understanding their relevance. Any dedicated prostate 
cancer surgeon readily has this information available for 
discussion. 


When you make your appointment, it is important to ask 
the scheduler what you should do to facilitate your eval- 
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uation. Ask if you need to provide your doctor with your 
medical records, pathology slides, or scans. Many consul- 
tants prefer that you send all of your information before 
the appointment, but the scheduler may tell you that your 
doctor prefers you to bring it with you. The surgeon may 
briefly review the pathology slides and then submit them 
to the pathology department for an official review and re- 
port. Some facilities have taken advantage of electronic 
information to facilitate your evaluation. Your scheduler 
may inform you that an online electronic medical intake 
form can be completed and then entered into the medical 
records system prior to your arrival, thus facilitating your 
evaluation as well. Taking the time to do this yourself al- 
lows you to complete your medical record thoroughly and 
accurately. It may also allow you to be more relaxed when 
you go to the medical center. Certainly, you will be very 
anxious and distracted at times during this consultation, 
and any “homework” done in advance will be advantageous 
for you and all involved. 


A brief remark should be made about your intent in pursu- 
ing a consultation. You owe it to yourself to be thoroughly 
informed regarding your diagnosis and management op- 
tions. Your primary medical facility should be helpful in 
this regard. Upon your request, your initially treating physi- 
cian’s office should facilitate your access to medical records 
as well as your pathology slides. You are entitled to your 
medical records as well as your pathology slides; these items 
are your property. If office workers are reluctant to release 
your records, pathology slides, or other information, inform 
them that they will be returned after your consultation. Be 
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persistent, and, if you struggle in any way, you may ask the 


medical center providing your consultation for help. 


QUESTIONS TO ASK DURING YOUR 
CONSULTATIVE VISIT 


In preparation for your visit, you may have a number of 


questions to assist in your own understanding of your di- 


agnosis and consideration of options for management. To 
help you get started, here are some questions that should 
definitely be considered in your discussion with your uro- 


logic surgeon or radiation therapist consultant: 


I. 


2. 


3. 
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How quickly do I need to be treated? 
Is my cancer at an early or late stage of progression? 


Do I have high risk features associated with my cancer 
presentation to indicate that I might die from it? 


. What clinical factors are considered to determine how 


I should proceed? 


. How effective are different treatments in hopes of 


curing my prostate cancer? 


. Is there anything I can do right now to help reduce 


the risk of progression of my cancer? 


. What are the risks associated with different 


treatments? 


. Will my risk profile change after your assessment, 


including the review of my biopsy slides by the 
pathologist? 


My Team—Meeting Your Treatment Team 





Io. 


II. 


I2. 


13. 


14. 


15. 


16. 


WE 


18. 


19. 


. What changes in my sexual, urinary, or bowel 


function may occur following different treatments? 


What sort of recovery timetable can I expect following 
surgery before resuming physical exercise or work? 


What life and work adjustments do I need to make 
while going through radiation treatments? 


Will I require special health care assistance in any way 
during my recuperation following surgery? 


Will I require additional radiation or hormonal 
therapy after surgery? 


Can you determine if I am cured right after the 
surgery based on surgical observations? 


Am | a candidate for nerve-sparing surgery, and 
how likely is this to prevent erectile dysfunction 
(impotence)? 


What are the rates and timetable for recovery of 
physical activities, erectile function, and urinary 
control after surgery? 


If I have impairments in erectile or urinary function 
before surgery or radiation, how will these functions 
be affected afterward? Better or worse? 


Are there specialized medications, exercises, or other 
maneuvers that should be applied soon after treatment 
or even before treatment to facilitate recovery of 
erectile function or urinary control? 


Besides affecting erection, will surgery or radiation 
affect other aspects of sexual function such as sexual 
drive, orgasmic function, or even penile dimensions? 
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20. How do my current health conditions influence 
outcomes from surgery? 


21. Are there clinical trials that I should consider 
participating in besides standard treatment options for 
my prostate cancer presentation? 


22. What are the advantages and disadvantages of 
different surgical approaches used to treat prostate 
cancer? 


23. What are the advantages and disadvantages of 
different radiation therapy approaches used to treat 
prostate cancer? 


24. If I have more questions before my treatment begins, 
can I contact someone to answer my questions? 


25. Will you see me again to review plans for surgery 
before my surgery day? 


WHAT TESTS NEED TO BE DONE 


During your initial consultation visit, the consultant may 
consider doing additional tests to help with the evaluation 
before making recommendations. A repeat digital rectal 
examination is often done because the surgeon or radia- 
tion therapist may wish to confirm the clinical staging, 
particularly if there was an earlier observation of palpable 
cancer on digital rectal examination. The reevaluation may 
assist the consultant in understanding firsthand the extent 
of cancer that may affect his/her therapeutic plan. This 
procedure is very useful for the surgeon whose assessment 
of the extent of cancer may influence decisions regarding 
nerve-sparing (preservation of erection-producing nerves 
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surrounding the prostate). A repeat PSA test may be done, 
although sometimes this is not necessary. It should be rec- 
ognized that a recent biopsy of the prostate causes PSA tests 
to be inaccurate. Any PSA value obtained within a month 
following biopsy should simply be disregarded. 


As discussed previously, a repeat pathology review is reg- 
ularly performed. This procedure offers a true “second 
opinion” regarding the pathological interpretation of your 
biopsy slides. The question often arises as to whether a 
repeat prostate biopsy would be useful. The question is 
particularly pertinent if your original biopsy showed only 
minimal findings of prostate cancer, either in terms of 
minimal extent or low grade of disease. Patients having 
less than the standard 12-core prostate biopsy may be in 
this dilemma if pathology results are determined to be less 
than informative. In this case, a repeat prostate biopsy may 
be necessary to provide adequate sampling of the prostate 
that would give a much better indication of the real threat 
of the disease. 


The role of imaging studies has changed dramatically in 
the past 15 to 20 years because prostate cancer in the United 
States is now diagnosed at such an early stage. The wide- 
spread use of serum PSA testing has resulted in many men 
receiving an early prostate diagnosis that it is unlikely to 
have spread throughout the body. Frequently, the standard 
clinical variables of PSA test, clinical stage, and Gleason 
score indicate that the cancer is unlikely to have spread. 
In such situations, additional imaging tests are probably 
unnecessary since their yield for showing disease spread 
in the body is very low. Your consultant may discuss this 
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issue with you, and if there are concerns, imaging tests can 
certainly be ordered. The standard imaging tests are CAT 
scan of the abdomen and pelvis, as well as a bone scan. 
Pelvic MRI study is also frequently obtained for clinical 
staging, and may be most relevant for many radiation ther- 
apy recommendations. 


Your surgeon may want you to see your primary care pro- 
vider for a preoperative examination and “medical clear- 
ance” to proceed with treatment. Standard preoperative 
tests include blood work, chest x-ray, and electrocardio- 
gram. The tests are done to ensure that there are no acute 
health conditions requiring attention prior to undergoing 
surgery or radiation. 
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Q) JOHNS HOPKINS 


MEDICINE 


TAKING ACTION— 
COMPREHENSIVE TREATMENT 
CONSIDERATIONS 





pon completion of your diagnostic evaluation, rec- 

| ommendations will be made regarding the optimal 

type of treatment you may receive. Importantly, 

the distinction between localized and metastatic prostate 
cancer will immediately dictate treatment considerations. 
Localized prostate cancer means that there is no extension 
to the seminal vesicles, regional lymph nodes, or in areas 
beyond the pelvic region. A patient diagnosed with local- 
ized disease is a candidate for one of three forms of ther- 
apy: expectant management, surgery, or radiation therapy. 
A patient diagnosed with metastatic disease (beyond the 
pelvic region) is a candidate for hormonal therapy or che- 
motherapy. Localized treatment is for prostate cancer that 
is of earlier clinical stage and has not spread throughout 
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the body, whereas nonlocalized treatments are required for 
disease that has spread. Treatment considerations should 
also include knowledge of the advantages and disadvan- 
tages of different treatments, specific goals of treatment 
for each patient, and patient preferences regarding choice 
of treatment. An informed patient can contribute to the 
decision-making process for treatment. A review of treat- 
ment options follows. 


EXPECTANT MANAGEMENT 


As discussed previously, many men will carry a diagnosis of 
prostate cancer that may not necessarily threaten their life 
spans. Such men may be considered candidates for expec- 
tant management, which also is referred to as active surveil- 
lance. The strategy is generally applied to patients who have 
a life expectancy of less than 10 years and for healthy men 
65 years of age or older whose diagnostic work-up suggests 
low-volume, low-grade prostate cancer. This determination 
requires the assessment of clinical stage along with PSA 
test results and findings from your prostate biopsy. Gener- 
ally, well-accepted criteria include no palpable disease on 
digital rectal examination, the PSA density (the PSA level 
divided by the prostate sonographic volume) is below 0.15, 
the “free” PSA level is above 15%, and there should be less 
than 3 biopsy cores showing a tumor with a Gleason score 
below 7 and no core showing more than 50% involvement. 


As suggested by the terminology, expectant management 
means that a patient has his prostate cancer monitored for 
signs of progression by standardized clinical evaluations 
done on a set schedule. A recommended approach is to un- 
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dergo digital rectal examinations and PSA testing twice a 
year, and prostate biopsies annually. If these test findings 
show that the prostate cancer has advancement beyond “low 
threat” disease, active treatment may be required. Presum- 
ably, moving forward to active treatment at this time should 
still cure the prostate cancer. Approximately 25% of men 
managed expectantly will advance beyond “low threat” 
prostate cancer. This percentage is substantial and suggests 
that such conservative management may not be ideal for 
patients younger than 65 years of age. Unlike older men 
with decreased life expectancy, younger men may miss the 
opportunity for cure if they are not treated aggressively. 


Concern about the best way to manage the man whose 
prostate cancer has progressed during expectant manage- 
ment is certainly justified. Would an aggressive approach 
suddenly be worth implementing in this instance? A more 
conservative approach could still be applied when disease 
progression is identified, particularly for a man 65 years 
of age or older with possible adverse health conditions and 
relatively decreased life expectancy. These conservative op- 
tions include transurethral resection of the prostate (us- 
ing an instrument inserted through the penis to scrape 
out cancerous tissue interfering with urination), radiation 
therapy, and hormonal therapy. These interventions are not 
meant to be curative and are initiated to control the disease 
so that it is unlikely to cause this man’s death. 


SURGERY 


In a man with localized disease that truly threatens his life, 
surgery for removal of the prostate has been a mainstay 
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of treatment. The intent of this intervention is to remove 
the entire prostate and seminal vesicles along with sur- 
rounding tissue so that all disease is eradicated. The surgi- 
cal management may also involve removal of pelvic lymph 
nodes, situated on both sides (bilaterally) of the prostate, 
where prostate cancer may spread. The standard terminol- 
ogy used for this procedure is radical prostatectomy with 
bilateral pelvic lymph node dissection. The role of this sur- 
gical procedure is meant to be aggressive in hopes that a 
curative outcome is met. Indeed, when the cancer is truly 
confined to the prostate, the perceived advantage of radical 
prostatectomy results from the total removal of the prostate 
gland by the surgery. 


Today, several surgical options are commonly used for re- 
moving the prostate gland. These include open retropubic 
and perineal approaches as well as laparoscopic approaches 
with or without robotic assistance (involving multiple stab- 
like incisions for passage of instruments). 


For a man considering radical prostatectomy, the range of 
surgical approaches may seem bewildering. How is one to 
know which surgical approach is the best? The answer is 
actually fairly straightforward. All approaches can be ap- 
plied successfully with minimal surgical risk, with the 
caveat that, besides the characteristics of the cancer itself, 
surgical expertise is the most important feature in deter- 
mining outcome. That is to say, when a highly skilled sur- 
geon performs the surgery, any approach will likely achieve 
comparable outcomes; both with regard to cancer control 
and recovery of functional abilities, including urinary and 
sexual functions (see Chapter 4). 
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Functional recovery following radical prostatectomy re- 
mains an everlasting concern. This concern applies to 
any of the surgical approaches used to perform a radical 
prostatectomy. The prostate gland is situated in a precari- 
ous place in the body, adjacent to the urinary sphincter for 
urinary control (urinary continence), the cavernous nerves 
coursing in the pelvis to the penis responsible for penile 
erection, and the rectum and anal sphincter with impor- 
tance for bowel function. Understandably, surgery to re- 
move the prostate stands the risk that one or more of these 
bodily functions may be affected. The approach to surgery 
is meant to preserve pelvic structures and restore these 
structures to the best extent possible such that functional 
losses do not occur. Innovations such as “nerve-sparing” 
refinements of radical prostatectomy have had major im- 
portance in the application of surgery, particularly with rel- 
evance to preserving a man’s potency. Other refinements 
such as identification and surgical control of pelvic blood 
vessels and proper dissection (anatomical separation) of 
the urinary sphincter have also led to improvements in the 
surgery and better outcomes. 


Currently, statistics show that radical prostatectomy allows 
for the best cancer control and functional outcomes. Less 
than 2% of patients with true early stage disease (patho- 
logical findings that the cancer is confined to the prostate 
gland) should ever have positive margins (pathological 
evidence that cancer exists at any of the surgical specimen 
boundaries). With the proper application of surgical re- 
finements, clinically significant urinary incontinence (loss 
of urinary control) should occur in only about 3% of men 
and clinically significant erectile dysfunction (impotence) 
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should occur in approximately 30% of men. These statistics 
are consistent with outcomes reported from major medi- 
cal centers specializing in prostate cancer management. 
Higher complication rates have been reported, which 
does “cloud the picture” regarding expectations following 
surgery. Many factors may influence these reported high 
rates, including inconsistent definitions of functional con- 
ditions and imperfect assessments of functional recovery, 
although proper knowledge and execution of the surgery 
remain dominant features affecting the best outcomes. 
The wise advice here is that you should indeed seek out 
the most qualified surgeon possible who by any surgical 
approach will expectedly produce the very best possible re- 
sults for you. 


RADIATION THERAPY 


Radiation therapy represents another option to treat lo- 
calized prostate cancer. Two main forms of radiation 
therapy are external beam radiotherapy and interstitial 
seed (brachytherapy) radiotherapy. External beam radia- 
tion is delivered from a source outside of the body, and 
involves multiple treatment sessions. It uses conformal 
techniques that deliver the radiation waves more focally 
and reduce the likelihood of radiation spread to structures 
beyond the prostate gland. Brachytherapy involves the sur- 
gical placement of radiated seeds (radioactive iodine-125 
or palladium-1o2 seeds) into the prostate. Both external 
beam and brachytherapy techniques rely upon imaging 
procedures to ensure that the radiation is delivered as ac- 
curately as possible. 
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Because radiation therapy is noninvasive or minimally in- 
vasive in its approach, it is perceived to be more advanta- 
geous than surgery. By being less intrusive to the body, it 
is believed that radiation is less traumatic to structures of 
the body. Some side effects of treatment may also be poten- 
tially minimized such as severe urinary incontinence as- 
sociated with urinary sphincter damage. Radiation therapy 
may also offer a strategic approach for managing prostate 
cancer that is locally spread beyond the prostate but is not 
amenable to surgical management. In such cases, the pros- 
tate cancer may have spread in such a way that complete 
removal of the cancer is not possible without significant 
damage to local structures surrounding the prostate. Ra- 
diation therapy then may help control the disease in this 
more locally advanced disease state. Despite these advan- 
tages, radiation therapy, like surgery, carries the potential 
for complication risks (see Chapter 4). Side effects are re- 
lated to radiation wave scatter to structures surrounding 
the prostate that have to do with other bodily functions such 
as urinary, bowel, and sexual functions. As with surgery, 
refinements in radiation for prostate cancer have reduced 
complication rates. Specialized techniques may be avail- 
able at major medical centers with facilities and experience 
that limit doses of radiation to surrounding structures. 


HORMONAL THERAPY 


Hormonal therapy, also known as androgen deprivation 
therapy, is an option for managing prostate cancer that is too 
advanced for surgery or radiation therapy. Because prostate 
cancer cells thrive on the male hormone testosterone, strat- 
egies that withdraw testosterone cause prostate cancer cells 
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to grow and spread less rapidly. This intervention offers a 
way to manage prostate cancer cells that have metastasized 
to areas in the body beyond the pelvic region; including, 
lymph node tissue, bones, and other vital organs. 


There are two major ways of providing hormonal therapy. 
One approach is orchiectomy. This is a surgical procedure 
to remove the testicles from the scrotum. The testicles are 
the main source of testosterone in the body. Another ap- 
proach uses medications that suppress testosterone pro- 
duction or its action throughout the body. This medication 
may be delivered in various forms ranging from oral medi- 
cations to injections. 


Controversy surrounds the timing for using hormonal ther- 
apy. Clearly, for the man with advanced prostate cancer that 
is symptomatic, including bone pain, weight loss changes, 
or a general sense of ill-being, hormonal therapy may be 
started to treat these symptoms. However, for the man who 
is not symptomatic, recommendations have ranged from 
early hormonal therapy to delay progression of disease, to 
starting treatment only when symptoms develop or there 
are concerns about rapid disease progression. Experts who 
support delayed hormonal therapy acknowledge that lim- 
ited evidence supports any significant improvement in 
survival rate based on early hormonal treatment. Further- 
more, symptoms can occur in men using hormonal ther- 
apy, which must be balanced against goals of the treatment. 
Symptoms include hot flashes, fatigue, decreased erectile 
ability, decreased sexual libido, breast tenderness, loss of 
bone mass, loss of muscle mass, decreased mental acuity, 
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and risk for development of metabolic disorders such as 
diabetes. 


Although hormonal therapy is generally associated with 
the management of metastatic prostate cancer, it may also 
have a role when radiation therapy is used to treat locally 
advanced prostate cancer. Clinical studies have shown 
that when hormonal treatment is given prior to radiation 
therapy, outcomes for disease control are better than when 
radiation is given alone. Hormonal therapy may create this 
advantage by reducing tumor size or otherwise sensitizing 
tumor cells to subsequent radiation administration. 


CHEMOTHERAPY 


Chemotherapy, medications administered for cancer cells 
that have spread within the body, also serves an important 
purpose in managing advanced prostate cancer. Hormonal 
therapy has its limitations because it only slows the progres- 
sion of prostate cancer cells and does not effectively rid the 
body of these cells. With this knowledge, investigators have 
been conscientious in exploring chemotherapeutic possibil- 
ities for advanced prostate cancer. However, advances have 
been slow because prostate cancer cells have been shown 
to be quite resistant to chemotherapy (chemoresistant). 
The recent development of the drug Taxotere is a break- 
through for the chemotherapeutic management of pros- 
tate cancer. This drug has been used with some success 
in improving survival in some men. Side effects from this 
medication include fatigue, weight loss, and bowel distur- 
bances. Other chemotherapeutic drugs have been explored 
with seemingly less effectiveness. These also may produce 
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side effects. Nevertheless, many of these side effects can be 
overcome with treatments like antinausea medicines. As 
studies continue to improve our understanding about how 
prostate cancer cells progress and spread, there is hope for 
the development of better chemotherapeutic agents that 
target the biological conditions of this disease. 


OTHER TREATMENTS 


Conventional treatment options for clinically localized pros- 
tate cancer should be explored first because of their known 
treatment efficacies. However, recent proposals have been 
made for the possible application of two minimally invasive 
forms of therapy for this disease. One option is cryotherapy, 
which involves freezing procedures to destroy prostate tis- 
sue. The other is high-intensity focused ultrasonography, 
which involves the application of a heated beam of focused 
ultrasound waves guided to the prostate by an ultrasound 
probe that is placed into the rectum. This approach also 
leads to prostate tissue destruction. Conceptually, both of- 
fer alternatives with the assumption that the cancer will 
be sufficiently treated and complication risks minimized. 
However, sufficient data to substantiate claims for either 
position is not yet available. 


Additional thought has been given to whether adjuvant sys- 
temic therapy (chemotherapy or hormonal therapy) could be 
applied immediately after surgery or radiation for localized 
prostate cancer. The notion is that such additional therapy 
may afford patients better opportunities for disease control 
if they are considered to be at high risk for recurrence. How- 
ever, definitive answers in this regard are also lacking. 
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Be PREPARED— 
THE SIDE EFFECTS OF TREATMENT 


nce you have been diagnosed with prostate cancer, 

you should be prepared to contemplate all aspects 

regarding management options. It is important to 
be informed not just about the possible roles of different 
treatment options and their effectiveness but also about their 
possible side effects. A balanced and complete understand- 
ing of all facets of management regarding your prostate 
cancer diagnosis including the risks of various treatments 
is recommended. Being informed in such a way may influ- 
ence your final decisions regarding management. 


A discussion of management complications deserves par- 
ticular attention for prostate cancer, no less than for any 
other cancer diagnosis. In particular, the concern has to do 
with treatments for localized prostate cancer (disease con- 
fined to the prostate or its immediate surrounding area). 
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The prostate is precariously positioned in the deep pelvis 
adjacent to pelvic structures that are involved in urination, 
defecation, and sexual functions. Therefore, treatments for 
localized prostate cancer risk affecting these functions. 


The history of treatments for prostate cancer well illus- 
trates the concern for these functional losses. In men who 
underwent surgery or radiation in the past, substantial 
numbers incurred urinary incontinence that required the 
use of pads or diapers after treatment. It was also common 
for them to lose the ability to achieve reliable erections for 
sexual activity. Such risks likely accounted for many men 
shunning treatments and others forgoing clinical evalua- 
tions for a possible prostate cancer diagnosis. The endur- 
ing consequences of advanced disease (e.g., body weakness, 
weight loss, and other effects of cancer spread in the body) 
were preferred to experiencing any alteration in one’s qual- 
ity of life. 


Fortunately, progress has been made, and these advances 
have minimized complications so that patients now have 
a much brighter outlook for retaining normal bodily func- 
tions after treatment. Complications have been reduced by 
improved understanding of the pelvic anatomy, and by ad- 
vances in doctors’ expertise in all forms of prostate cancer 
treatment. Despite this progress, treatment complications 
can occur, and it is important to be informed of these when 
deciding upon and undergoing your prostate cancer treat- 
ment. A review of potential complications for prostate can- 
cer follows. 
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SURGERY 


Potential complications of radical prostatectomy have al- 
ways been at the forefront of concerns of men undergoing 
localized prostate cancer treatment. The immediate impact 
of cure resulting from complete removal of the prostate 
may be accompanied by precipitous and serious surgical 
side effects. No doubt, at least some extent of temporary 
erection loss and urinary incontinence occur in all men fol- 
lowing the surgery. These major side effects are daunting 
problems for any man to accept when undergoing this form 
of treatment. 


Complications of surgery can be related to timing—with 
risks that may occur during the surgery (intraoperative 
complications) and risks that may occur after the surgery 
(postoperative complications). It will be helpful to consider 
these complications in the discussion that follows. 


The most common complication occurring during surgery 
is excessive bleeding. This risk is associated with cutting 
across blood vessels coursing within the pelvis and around 
the prostate. Surgery performed in the deep pelvis is very 
challenging, and a thorough understanding of the anatom- 
ical locations of these blood vessels is necessary to perform 
this surgery with the least possible risk of major surgical 
bleeding. Presently, this risk is believed to be significantly 
reduced, and in expert surgical hands there is infrequent 
need for blood transfusion. The newer approaches of lap- 
aroscopic and robotic surgery for radical prostatectomy em- 
ploy a technique of carbon dioxide gas infusion within the 
abdomen that creates a pressure effect that may also limit 
bleeding risk for these approaches. 
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Other potential intraoperative risks include injury to struc. 
tures surrounding the prostate such as the rectum or 
ureters. These risks are fairly uncommon. Predisposing 
factors are known to influence their occurrences. Anatomi- 
cal variations, local cancer progression, and prior surgery 
of the prostate such as a transurethral prostate resection 
for benign prostate enlargement or multiple biopsies in the 
past may constitute hazards. If injury to local structures is 
recognized during surgery, the surgeon should typically be 
able to carry out an immediate repair. Again, as for intraop- 
erative bleeding, surgical expertise reduces the likelihood 
of these risks. Finally, the risk of death is always a concern 
for any surgery involving anesthesia, but this occurrence 
during radical prostatectomy is thought to be extremely 
rare (I in 1000). 


After surgery, several complications may develop. Foremost 
among these are problems with urinary control and sexual 
function. 


Urinary control problems, also known as urinary inconti- 
nence, are commonplace following the surgery and have 
major quality of life implications. The reason urinary in- 
continence occurs is because the urinary outlet region is 
changed in the course of performing radical prostatectomy. 
In men, three zones are normally active to be continent 
of one’s urine. These include the external urinary sphinc 
ter (located just beyond the prostate at the pelvic floor), the 
prostate (located more internally), and the junction of the 
prostate with the bladder neck (even more internally). As 
a requirement of surgery, the latter two zones are altered. 
The surgeon is then required to reconstruct the bladder 
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neck and connect it to the urinary sphincter. A catheter 
transversing this reconstruction is placed during surgery 
allowing the area to heal. Once the catheter is removed sev- 
eral days later, almost all men experience at least temporary 
urinary incontinence. For some men, urinary incontinence 
may be very brief, and they achieve very good urinary con- 
trol almost from the moment the catheter is removed. As 
time goes on with healing and recovery of urinary sphinc 
ter strength, a majority of the remaining men recover full 
urinary control. Commonly, pads or diapers are used dur- 
ing recovery, and their use may continue for a few months 
in some men. Current rates of recovery of urinary control 
are approximately 80% of men at 3 months and 97% of 
men at 12 months after radical prostatectomy. 


The success of this recovery may be due to several factors. 
Simply enough, some men are fortunate to have better uri- 
nary sphincter strength than others, and some also may 
recover their sphincter function faster than others. Many 
men also are proactive in performing pelvic floor strength- 
ening exercises that may strengthen the external urinary 
sphincter and speed up the recovery of urinary control. 
Briefly stated, this is an exercise routine where the patient 
deliberately stops his urinary stream for 5 to 10 second in- 
tervals while he is urinating. It should also be recognized 
that men who experience urinary abnormalities prior to 
surgery, whether or not related to an enlarged prostate, may 
continue to experience such problems afterward. This is 
particularly of concern for the man with a hyperactive blad- 
der that is associated with sensations of urinary urgency 
and frequency. A slow urinary stream that occurs follow- 
ing surgery could be associated with abnormal healing of 
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the urinary outlet reconstruction, also known as a bladder 
neck contracture. This may develop because of scar tissue 
formation around the reconnected bladder and urethra. 
Your surgeon should assist you in managing your urinary 
issues following radical prostatectomy. With proper clinical 
follow-up, recommendations will be made for pelvic floor 
strengthening exercises, and any medications that may be 
required. Additional surgery is sometimes necessary to re- 
store urinary control. 


Sexual ability may also be affected by surgery. The major 
complication is erectile dysfunction (impotence), the loss of 
the ability to achieve erections for sexual intercourse. Other 
sexual dysfunctions may also occur as a consequence of 
surgery. Ejaculation does not occur following surgery once 
the prostate and seminal vesicles have been removed. How- 
ever, most men are able to experience satisfying orgasmic 
sensations despite the ejaculatory loss. Some men may ex- 
perience changes in their orgasmic function or have pain- 
ful sensations with orgasm. Changes in the dimensions 
and structure of the penis (i.e., penile atrophy) may also 
occur following surgery. Some of these effects are not very 
well understood, and fortunately for those men experienc 
ing orgasmic pain, this problem will lessen over time. 


For erectile dysfunction, trauma of the erection-producing 
nerves surrounding the prostate during surgery is well un- 
derstood to affect the erection process. Innovations in pre- 
serving the erection-producing nerves have lessened the 
long-term side effect of erectile dysfunction. However, many 
men may experience at least some short-term erectile dys- 
function. The rate of recovery of penile erections remains 


36 


Be Prepared—The Side Effects of Treatment 





a matter of considerable debate in the literature. Reports of 
erection recovery range between 0% and 90%, allowing for 
a recovery time as much as two years after surgery. Several 
factors are known to influence erection recovery. These in- 
clude patient factors such as age and the level of erectile 
function before surgery. The local extent of the disease is 
also important, because this may require the surgical re- 
moval of more tissue, which in turn affects the nerves re- 
quired for erection. The surgeon's ability to perform the 
operation to preserve the erection-producing nerves (when 
the circumstances of the cancer presentation are limited 
enough to allow it) is also critical. The recovery of erections 
following surgery generally requires natural healing. At this 
time, there is little convincing evidence that any particular 
intervention offers a more rapid or complete recovery of nat- 
ural erectile function. During the recovery process, several 
interventions are available, and these may be effective in dif- 
ferent ways depending upon one’s level of erectile function 
over the course of recovery. Treatment options range from 
assorted medications (e.g., oral phosphodiesterase type 5 
inhibitors such as Viagra®, Cialis® and Levitra®, intraure- 
thral or intracavernosal vasoactive drugs) to various devices 
(e.g., vacuum erection devices, penile implants) that may be 
employed under the direction of your urologist. 


It is important to recognize additional complications that 
may occur following radical prostatectomy that are not so 
well publicized. The development of blood clots in the legs 
occurs commonly enough, and it may have a potentially very 
serious risk. Blood clots may form in the lower legs because 
of changes in blood circulation following radical prostatec 
tomy (as may happen with any sort of pelvic surgery). Some 
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may become dislodged and then circulate to the lungs in the 
form of a pulmonary embolism. Pulmonary emboli can be 
fatal, in about 2 in 100 men. 


Precautions are taken during surgery to limit the formation 
of blood clots in the legs. These include the intraoperative 
and postoperative use of leg stockings that gently compress 
the lower legs and thereby reduce the opportunity for blood 
to pool in leg veins. Mechanical compression devices that 
gently squeeze blood back up the leg and into the body, are 
also used. Getting up and walking as soon as possible af- 
ter surgery and dorsiflexion exercises (up and down move- 
ments of the feet when reclining in a chair or in bed) pump 
blood from the legs to the body, and thereby decrease the 
risk of blood clots forming. In some men who are known to 
have blood clotting disorders, preventive approaches using 
blood-thinning medications may be applied according to a 
well-planned protocol around the time of surgery. 


RADIATION THERAPY 


External beam radiotherapy and brachytherapy also carry 
potential complications. Although radiation therapy ap- 
peals to many men because it is less invasive than surgery, 
and generally has few major immediate complications, sig- 
nificant risks may still be encountered. 


During the course of radiation therapy, several symptoms 
may occur that are believed to be generally mild in extent. 
Fatigue may occur, but, even during the weeks of active 
treatment, many men are able to tolerate this side effect 
while carrying on their occupational activities. Urinary 
symptoms also occur. Most commonly these are described 
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as irritative, causing a man to have a sensation of urinary 
urgency or urinary frequency. These symptoms may occur 
in as many as 25% to 30% of men undergoing radiation 
treatments. While these may be tolerated by the majority of 
men, some may require medications, at least temporarily, 
to offset the symptoms. Rectal symptoms may also occur 
following radiation, and these may range from a sensation 
to move one’s bowels to the experience of multiple daily 
loose bowel movements. 


Complications may occur at some later interval following 
radiation treatments as well. Both urinary and rectal symp- 
toms may persist in some men even weeks after radiation 
treatments have been discontinued. Chronic rectal prob- 
lems may occur in as many as 2 in Ioo men, including 
rectal inflammation, diarrhea, rectal bleeding, and develop- 
ment of an anal stricture. Sexual function may also be im- 
pacted adversely as a result of radiation treatments. Erectile 
dysfunction may occur in up to 60% of patients. As for men 
undergoing radical prostatectomy, various factors affect the 
rates of erection recovery following radiation treatments. 
These include preoperative erectile function status, age, 
progression of disease locally, and the manner of the radia- 
tion treatments. It is noteworthy that the loss of erections 
with radiation treatments tends to be slow in their onset, 
which differs with that following radical prostatectomy. In 
the end, the rates of erectile dysfunction among different 
treatments may not differ much. Other sexual impairments 
such as penile deformities and altered orgasmic function 
have also been reported with radiation treatments. 
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HORMONAL THERAPY 


Hormonal therapy used for advanced prostate cancer also 
carries the potential for side effects. The most commonly 
described side effects include hot flashes, fatigue, decreased 
erectile ability, decreased sexual libido, breast tenderness, 
loss of bone mass, loss of muscle mass, decreased men- 
tal acuity, and risk for development of hormonally induced 
metabolic disorders such as diabetes or cardiovascular dis- 
eases. Some of these side effects clearly affect quality of 
life, although others may affect one’s clinical health as well. 
It may be difficult to alleviate many of the side effects as- 
sociated with hormonal therapy, since these occur because 
of the withdrawal of the male hormone testosterone that is 
required for so many aspects of a man’s health. It would be 
inconceivable to replace a man’s hormones that would oth- 
erwise exacerbate his advanced prostate cancer condition. 


CHEMOTHERAPY 


Chemotherapy for advanced prostate cancer carries poten- 
tial side effects as well. Chemotherapy drugs are known to 
produce nausea and vomiting. Several antinausea medica- 
tions are available and can help control this problem. Hair 
loss may also occur as a side effect of chemotherapy. It 
can also affect the formation of circulating blood cells and 
platelets. This effect may result from the toxicity of chemo- 
therapy on bone marrow, the source of circulating blood 
cells. The loss of blood cells may make a person anemic, 
susceptible to infection, or at risk for bleeding. Transfusion 
of blood products may be necessary to offset these compli- 
cations. Chemotherapy may also cause diarrhea because of 
the effect of such drugs on the lining of the intestine. It is 
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important for you to drink enough fluids to prevent dehy- 
dration, and your physician may also prescribe medication 
to help slow the diarrhea. Sores in the mouth and throat 
can also occur because of the toxic effects of chemotherapy 
drugs. Ice chips, lip balm, and gargling may relieve these 
symptoms, but your doctor may need to treat severe sores 
with medicine. 


SUMMARY 


Side effects from treatment of prostate cancer do occur and 
must be balanced against the effectiveness of various treat- 
ments. Knowledge of the side effects may influence the 
selection of the ideal treatment for you. It is important to de- 
cide which functional side effects you are most comfortable 
with and which risks you would rather avoid altogether. 
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MEDICINE 


STRAIGHT TALK— 
COMMUNICATION WITH 
FAMILY, FRIENDS, AND 

COWORKERS 


oming to terms with your prostate cancer diagno- 
( sis is certainly daunting. Your situation is likely 

similar to that of any person who is told that he 
has a significant disease state or cancer diagnosis. Often, 
the reaction upon hearing the prostate cancer diagnosis is 
complete shock and bewilderment. Emotions block out any 
kind of rational thinking much of the time. Further feel- 
ings of “how can this happen to me?” certainly are normal. 
After being shocked by the news, additional feelings of self- 
pity, sadness, and even hopelessness surface. 


It is important to understand that these emotions are nor- 
mal. At the same time, the next step is action in coping with 
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the diagnosis, which includes not only you but all of those 
surrounding you including family, friends, and co-workers. 
In addition to your adjustment to having this diagnosis, the 
communication and interaction with many around you is 
also extremely important. Most persons will feel anxious 
or embarrassed by your diagnosis. Keeping those around 
you informed in a way that allows them to deal with it con- 
structively and to give you positive support will be most 
helpful to you. Some thoughts are provided here to begin 
to produce a constructive environment and achieve positive 
communication with various persons involved in your life. 


SHARING YOUR CANCER DIAGNOSIS 


Understandably, emotions will be heavily charged upon 
learning of a cancer diagnosis for anyone. A great deal of 
anxiety can be expected in beginning to understand the 
facts of your disease and in making decisions about how 
you wish to proceed with medical management. Amid 
these practical concerns, the concern of one’s own personal 
adjustment to the diagnosis is critical. An initial step in the 
process of coping clearly is to admit to yourself how you 
feel. Each individual needs to understand his own person- 
ality and how he reacts to challenging circumstances in 
life. You may have to identify appropriately positive coping 
mechanisms that work for you. Initial reactions may in- 
clude denial and embarrassment and perhaps a sense that 
you do not want to discuss the matter much with anyone. 
However, as time moves forward, it may be useful to con- 
sider how and when you would like to talk to your spouse or 
significant other, other family members, and possibly par- 
ticular friends about having a prostate cancer diagnosis. 
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Most people do need and want to talk to someone. Loved 
ones can certainly be your sounding board as you begin 
to take in the reality of your situation. These individuals 
should certainly be supportive of you, and by talking with 
them you may be able to better solve your problems and 
sort our issues that have mounted relating to your prostate 
cancer diagnosis. Close friends and family should certainly 
know you best—your personality and the way you handle 
things—to provide the very best assistance during this dif- 
ficult time. You may also find that as you begin to share 
your diagnosis several individuals around you may come 
forward to acknowledge their bouts with cancer and how 
they were able to cope in different ways. A bond may form 
in a very special way with another individual or two who 
may also have prostate cancer and are making decisions 
themselves for moving forward with any form of treatment 
for it. 


JUGGLING UNEXPECTED FEELINGS 


Friends and family members surrounding you may react 
in different ways upon hearing your diagnosis. Some may 
be sobered by the news that you have cancer and may not 
know how to approach you. It can be expected that all lov- 
ing family members and friends do wish to support you, 
but they may not know how. Though positive support can 
generally be expected, almost unexpectedly negative reac 
tions can also occur. Family members may struggle to be 
supportive upon knowing that their own life circumstances 
may be disrupted to help you with your needs. A certain 
feeling of resentment may come upon an individual who 
knows that he/she will have to take some responsibilities 
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for you while also dealing with his/her own personal and 
professional capacities. Even when family members appear 
quite pleasant and supportive, they may still have some 
sense of anger and, unfortunately, express these feelings at 
times toward you. It is important to keep in mind that this 
response is not directed specifically toward you but likely 
the entire situation, and thus you should not feel at fault. It 
is also important to recognize that many people react dif- 
ferently to stressful situations depending upon their own 
personal experiences and personalities. You should not be 
alarmed if family members become somewhat depressed 
themselves and react in different ways, such as becoming 
more absorbed in work or engaging in activities outside the 
home. Other family members may become more attentive 
to you but overly involved in such a way that reflects their 
possible depression and sense of guilt. The best reaction for 
all is to be honest about how they feel. Constructive action 
can be taken afterward for various individuals to interact 
most appropriately for both you and them. 


DISCUSSING YOUR FEARS 


Upon learning of your diagnosis, you may feel a certain 
amount of fear and anxiety. Others around you may also 
express these same feelings. Being open and honest and 
discussing these fears and concerns is likely to be most use- 
ful to deal with the situation. Perhaps the best strategy for 
dealing with fears is to become informed as much as possi- 
ble about your disease state and then have loving members 
of your family and friends help you sort through the infor- 
mation you need to know. Once you are more informed, 
many fears are conquered. Though you may be frightened 
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to consider the prospect of your disease state, treatments 
that could be offered to you, and any potential side effects 
or changes in your life associated with treatments, quite 
commonly many fears abate when answers become avail- 
able for any frightening concerns you may have. 


FINDING YOUR OWN VOICE 


Conversations about having a prostate cancer diagnosis are 
never easy. You certainly may be uncomfortable present- 
ing any concerns that you have. Your supporters may also 
struggle in expressing all concerns. There is no right way 
to handle any of this. Rather, you may decide when and 
how to begin any sort of conversation. At the same time, 
you may want individuals around you just to be sounding 
boards, willing to listen to your concerns without passing 
any sort of judgment or advice. 


Understandably, not everyone immediately surrounding 
you has the capability to respond to you in the most con- 
structive way or in a way that you believe will help you cope. 
Support groups may be very helpful in this regard. Support 
may come from participating in various workshops, peer 
groups, or religious groups. Such an organization is Us 
TOO, a self-help support group for prostate cancer survi- 
vors and their families. Another support group, called Man 
to Man, is also available for support and information. Sup- 
port groups may also be extremely advantageous by offer- 
ing interactions with individuals who may currently have 
or had previously dealt with a prostate cancer diagnosis. 
Any such individual may certainly know exactly what you 
are going through and can offer support in ways that those 
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who have not encountered the diagnosis would be unable 
to do. Support may be simply a matter of having a trusted 
individual who can listen well and be supportive. 


Beyond these support mechanisms, you may wish to com- 
municate with select individuals using a diary or journal 
to avoid having to repeat yourself many times about your 
own progress. In this modern era of the Internet, you may 
explore using a Web site or “blog” that can be accessed by 
cancer patients and families for updating medical informa- 
tion regularly without having to distribute the information 
exhaustively to different individuals about your progress. 
These examples all suggest that there are various mecha- 
nisms and resources that can be applied to be communica- 
tive. You may decide to apply any one of these or perhaps 
multiple resources. It is all up to you. 


TALKING WITH YOUNG CHILDREN ABOUT 
YOUR CANCER 


It is one thing to communicate the many aspects of your 
prostate cancer diagnosis to your adult relatives, but hav- 
ing to communicate this life situation to young children 
in your life can be particularly challenging. It is under- 
standable that you do not wish to inform them about your 
prostate cancer diagnosis early, if at all, to hide any sort of 
fears or worries associated with the diagnosis from them. 
At some point, however, it may be appropriate to disclose 
the diagnosis of your prostate cancer so they will be able 
to adjust most effectively. Children can be very perceptive 
and may appreciate that something is wrong. In addition, 
if they witness any changes in your life or your physical ap- 
pearance, they may suspect something is wrong. It may be 
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better to enlighten them so they can cope appropriately and 
not derive any sort of misconceptions. 


More than likely, your ability to discuss the matter with 
children will occur after many of your strong emotions 
have passed. You may decide what information and how 
much information to share once you are much more famil- 
iar with your own condition. Much as you may be confused 
and unclear about the meaning of cancer and its impact on 
your life, children will undoubtedly be affected in similar 
ways, although they may not be able to voice their concerns 
to you or others as well. Explanations that are accurate but 
appropriate for their level of understanding will certainly 
help them deal with the news of your prostate cancer diag- 
nosis. Basic concepts without too many abstract meanings 
are fundamentally helpful. You may be able to convey to 
them a positive way of handling the situation so that their 
fears and anxieties can be allayed. 


It is important to try to maintain a “normal” routine and 
lifestyle for children. However, they should certainly be 
prepared for any changes that may happen in the family. 
They may become depressed by any thought of death or 
separation of a family member. If you have any sense that a 
child in your life is taking the situation extremely hard and 
may benefit from professional help, action should be taken 
to be sure he/she is supported as well. Professional help 
may be required, and a social worker or school psychologist 
may be enlisted to talk with your child. Support groups also 
exist for children, and it may be extremely important to 
find these as a resource for support outside of the family. 
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TELLING YOUR ADULT CHILDREN AND PARENTS 


Adult family members, particularly older individuals such 
as parents, may also struggle upon learning of your pros- 
tate cancer diagnosis. Unlike children, they may not have 
fictional concerns, but they may be equally irrational about 
knowing how to deal with the situation. Adult children may 
become emotional when realizing the impact of a parent’s 
cancer diagnosis. They may realize how important you are 
to them and possibly experience guilt because of any sepa- 
ration they have had in the past. They may feel remorseful 
because they are unable to spend a lot of time with you be- 
cause of living far away or having employment obligations. 
Adult children may become even more protective and want 
to know everything about your management to ensure that 
you are receiving the very best care. 


Parents may also struggle with an adult child’s prostate 
cancer diagnosis. Parents may be older and in relatively 
poor health limiting their physical, mental, and perhaps 
emotional ability to handle your life situation. The idea that 
their child carries a cancer diagnosis may be particularly 
hard on them. Finding ways to discuss the matter with 
them where they can feel included and informed without 
creating more stress for them makes sense. Support groups 
and other resources may also be useful to them. 


INFORMING YOUR FRIENDS 


Having friends in your life has been important to support 
you throughout good and bad times. They have been your 
allies. It can be expected that they would be supportive 
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of you through the tough time of having a prostate can- 
cer diagnosis. The decision to discuss your diagnosis with 
friends remains yours alone. But sharing your problem 
with people you sense will be supportive should enable you 
to move forward with the situation. 


It is important to consider how your friends may respond 
to you upon learning of your prostate cancer diagnosis. Be- 
fore you talk to others about your illness, you may wish to 
think through your own feelings, your reasons for telling 
them, and your expectations of them. It is often the case 
that people do not know what to say, which makes them 
feel awkward and uncomfortable. They may feel that it is 
easier to say nothing because they fear they may say the 
wrong thing. Some may indeed become withdrawn or dis- 
tance themselves from you. This reaction may actually ex- 
tend from a fear of possibly losing you. Other close friends 
may become overly considerate or intrusive. They may feel 
it is important to show their concern by being as helpful to 
you as possible. Your reaction may well be to understand all 
the ways your friends could react and accept their emotions 
and responses. Your friends should be informed by you as 
to how you wish for them to help you. An honest line of 
communication for these relationships will also be the best 
policy. Doing so will make it easier for them to be support- 
ive and remain included in your life. 


BALANCING NEW RELATIONSHIPS 


For a single man having a prostate cancer diagnosis, main- 
taining a life in all respects can be especially challenging. 
The range of emotions is heightened because this cancer 
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diagnosis may affect sexuality and intimacy. Prostate cancer 
management may affect one’s sexual function directly or 
indirectly by changing other aspects of pelvic function in- 
cluding urinary and ejaculatory abilities or routines. You 
may have already handled your prostate cancer diagnosis 
adequately but find that the side effects of treatment have 
significantly affected your quality of life. You may have 
already accepted these changes or have applied urological 
treatments to address them to remain functional. Despite 
this, bodily functions can change with management of 
prostate cancer, and those men affected will have to decide 
how to make adjustments and communicate their body’s 
changes effectively with their mate. The issue may indeed 
be much more acute if this person is new in your life and 
you are considering how to date in an open and honest way. 
You may have to judge when is the best time to share this 
part of your life with this person. It may be something to 
discuss once it is clear that a strong bond has been made 
and the person may be able to understand what you have 
encountered. A supportive individual will accept the truth 
and look to continue to develop a loving relationship. 


LETTING YOUR BOSS AND COWORKERS KNOW 


Informing individuals in your work environment regard- 
ing a health condition can be tricky. There may be worries 
that not all individuals will be in any way supportive of you 
and perhaps some may look to take advantage of the situa- 
tion for their own personal gain. There may be worries that 
your having a major health condition may seriously affect 
your ability to perform work, and your boss may give you 
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little consideration in this regard. You may be even more 
worried that your boss may look to advance assignments 
or extend promotions to others, and possibly relieve you of 
responsibilities, upon hearing of your illness. 


You are not actually required to tell your boss you have 
cancer. Any absences can be explained by the fact that you 
are under a doctor’s care that may require some time away 
from work. The Americans with Disabilities Act provides 
you some job protection so that arrangements can be made 
for you to work on a schedule that meets the medical needs 
of your treatment. You are also not required to provide 
prognostic information, information about how well you 
will recover and when you may be able to return to work. 
Again, this is your personal choice. In the end, some com- 
munication with appropriate individuals in your work en- 
vironment may be necessary to define your work absence 
and expectations about your transition back to work in a 
fair and appropriate manner. 


SUMMING UP: SHARING YOUR THOUGHTS AND 
FEELINGS ABOUT CANCER 


Having cancer is hard to deal with alone. The condition 
evokes thoughts of powerlessness and hopelessness, so 
much so that individuals around you would seem unlikely 
to offer much help. More than likely, the truth is that many 
supportive individuals around you exist and can help you 
with dealing with this tough life situation. Steps taken to 
communicate your diagnosis with others and to gain their 
support are a very important coping strategy for you. Al- 
though talking about your cancer can be hard at first, most 
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patients find that being honest and communicative about 
their cancer is most advantageous. 


* Choose a good listener. 

« Select an appropriate time to share. 

« Recognize your own anger or frustrations. 
« Be honest about your emotions. 


« Use additional community resources if feeling 
overwhelmed. 
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HELPFUL HINTS ON HOW TO PLAN CARE AND 
MINIMIZE DISRUPTIONS IN YOUR LIFE 


As you prepare to undergo treatment for prostate cancer, 
your life will change. It is important to prepare for the re- 
quirements of your treatment and understand what life 
changes may be necessary, both in your personal and pro- 
fessional life activities. You may be accustomed to a full life 
with many responsibilities that will now have to be changed 
because of the time needed to undergo your treatment. It 
is important to understand and accept these changes. You 
may need to make adjustments in your commitments and 
otherwise ask people in your life, including family mem- 
bers and friends, to help you in different ways. All of this 
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may seem very stressful for you and others surrounding 
you, but for all to understand how your life has changed is 
important. Look to receive their support while discussing 
with them frankly how they can be helpful to you. 


Although your schedule may change significantly based on 
the need for treatment, you may wish to accept that others 
also have life routines to meet, particularly young children 
in your life. To not disrupt their activities too much, you 
may need to request other adult individuals in your life to 
step in. Again, do not be afraid to accept the help of family 
members, friends, and neighbors. As they aid you at this 
time of need, you may find a great willingness to help them 
in such a way some time in the future. 


In preparation for treatment, you may consider various 
ways to plan ahead effectively. By considering how treat- 
ment for your prostate cancer may change your lifestyle at 
least temporarily, you may wish to plan ahead and orga- 
nize how these changes will affect family members and 
others around you. For instance, as you plan for a surgery, 
you may recognize that others around you may have to help 
you with activities of daily living during your recuperation. 
Prior to your surgery date, you may wish to discuss with 
family members how they can help you with your recovery 
and what basic necessities will be needed when you return 
home from surgery. With proper planning, you should be 
able to have a comfortable surrounding in your home and 
accomplish simple matters such as having food in the re- 
frigerator and clean clothes to wear. You may also wish to 
plan for an environment that facilitates your optimal recov- 
ery with any other comforts that suit you. 
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Counselors will certainly be able to advise you about what 
to expect with your treatment and recovery. Your physi- 
cian may direct you to a patient advocate, a health center 
nurse, or even a social worker who may be able to help you 
plan ahead for your experience. Patients who have previ- 
ously undergone prostate cancer treatment may be able to 
tell you exactly what to expect with treatment and recovery. 
Your treating physician should give you guidelines for your 
recovery in advance. You may receive some basic instruc 
tions while you may also wish to pursue further questions 
to be clear about considerations for recovery. You should be 
very familiar with even the most basic concerns of diet and 
activity levels postoperatively. It is important to know what 
your limitations should be as well as what sort of recovery 
exercises or routines should be pursued to enable you to 
recover as quickly and safely as possible. 


If you are undergoing surgery, you should obtain informa- 
tion as necessary regarding plans for hospitalization and re- 
covery upon returning home. You should have a good sense 
of when you can resume various activities including physical 
exercise and when you can resume full levels of work. If you 
are undergoing radiation, you may also be best informed 
regarding any plans for hospitalization or outpatient man- 
agement. If radiation is to continue for several weeks, long 
range plans are necessary to understand how the treatment 
will fit in with various other life activities you may have 
and how these other activities may be disrupted. Radiation 
therapy conducted with an outpatient regimen may allow 
you to continue a work schedule of some sort although it 
may also affect your strength level and lead you to limit the 
number of activities you may have earlier performed. You 


57 


Johns Hopkins Patients’ Guide to Prostate Cancer » Chapter 6 





may wish to work in some additional time on a daily basis 
for your personal needs and even just to rest. 


CONTINUING WORK 


As mentioned, for radiation treatments, many men may 
elect to continue with some level of work. Your schedule 
may have to be changed in this case. Understandably, you 
would want to continue to feel productive and make con- 
tributions. You may wish to continue to feel at ease in the 
surrounding of supportive coworkers and not spend every 
waking moment thinking about your cancer situation. A 
wise move may be to sit down with your boss and plan out 
a schedule that works for both of you. You may know in ad- 
vance what kind of work schedule is permissible and then 
devise a work schedule accordingly. You may wish to sched- 
ule your radiation treatments early in the day or toward the 
end of the day so that you will be well enough to carry out a 
reasonably productive several hours of work along the way. 
Bosses know the importance of being flexible, and they 
should be supportive of you as you earnestly arrange your 
schedule. You are protected to some degree by the Family 
and Medical Leave Act as you proceed. 


WHEN | MIGHT EXPECT NOT TO FEEL WELL 


Side effects are well known possibilities to be associated 
with treatments for prostate cancer. For surgery, it would 
be expected that basic recovery and recuperation will oc- 
cur within several weeks, or less. However, some men 
may struggle with regaining stamina, and they may re- 
quire several additional weeks to regain enough strength 
for full levels of activity. In a similar way, the recovery of 


58 


Maintaining Balance—Work and Life During Treatment 





urinary control will be a major issue for many men. It is 
understandable that most men will require urinary pads 
or diapers during their recovery periods. Most men should 
expect to regain urinary continence in time. You may find 
that you will require pads for social decency even when 
resuming work. This is not unusual at all. As your body 
recovers and your urinary sphincter regains strength, full 
continence is achieved by many men within three months 
after their surgeries. 


Similar adverse health considerations can also be expected 
from prostate cancer radiation therapy. It is common for 
men to experience a sense of fatigue while undergoing 
radiation, and this may become more pronounced after 
several weeks of such treatments. Do not be alarmed. In 
planning ahead, you may wish to arrange for personal time 
for rest. After your radiation treatments are completed, 
stamina will return. 


INFECTION PREVENTION 


As for any cancer, treatments used for prostate cancer can 
weaken your immune system. The treatments themselves 
have already weakened your body from a physical point of 
view. If your immune system is further compromised by 
your general medical conditions or the effects of treatment, 
you may be more susceptible to getting a cold, flu, or other 
form of infection. 


To remain as healthy as possible, you may wish to follow 
some recommendations to limit any further setback with a 
common communicable illness. When you are particularly 
weakened by treatment it is wise to avoid young children 
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who may carry infectious organisms and be sick, even 
when they do not act like they are. Rest as much as pos- 
sible to feel well. Maintaining a balanced diet, rich in fruits 
and vegetables, may help to boost your immune system. 
For those men being treated with chemotherapy, stringent 
efforts should be taken to preserve the health of your im- 
mune system. In addition to basic precautions, you may 
elect to wear a mask in certain risky situations such as 
being in close quarters with sick children or traveling in 
closed compartments of a train or airplane. A nurse work- 
ing with you during your chemotherapy treatments may 
further advise you regarding precautions, and inform you 
when you may be particularly at risk for infection. This will 
allow you to take the necessary safety precautions to enjoy 
your activites and encounters. 
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SURVIVORSHIP 


Surviving prostate cancer is hardly a trivial process. You 
may feel a sense of relief to have moved forward in a timely 
fashion with an effective treatment. You may have already 
had appropriate early clinical follow-up visits with all in- 
dicators suggesting that your disease has been eradicated. 
When do you consider yourself to be a survivor? The most 
common definition of survivorship is actually the moment 
you are diagnosed and have chosen to embark on a well- 
formulated treatment. However, the further implication 
is that your treatment has effectively taken care of your 
disease and you should have a low or virtually nonexistent 
likelihood of cancer recurrence. Concern about your cancer 
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recurring and feeling anxious about this possibility is 
well understood. You may have given significant energies 
—mentally, physically, and emotionally—to fighting your 
disease, and lessening this fight just because your treat- 
ment has been completed may seem hard to grasp. Even af- 
ter being told that your treatment was successful, you may 
be apprehensive about the possibility of recurrence despite 
acknowledging this fact on a rational level. 


For many men, early diagnosis of prostate cancer means 
that they will be cured and stay cured with effective treat- 
ment. However, because treatment does not guarantee 
success and because you may be aware of men with recur- 
rences despite the very best execution of treatment, fear 
and worry are usual reactions. Your doctor will certainly 
have advised you to continue with a surveillance program 
for early identification of recurrence if such a situation 
arises. You may understand the importance of continuing 
to be vigilant about this possibility and look to promote 
your very best health. Many men remain actively involved 
in their surveillance programs, which is a tribute to them. 
Continuing to be informed about their own health status 
and to keep up with the latest research developments and 
therapies for the field can be empowering. As you regain 
your physical strength, all approaches that also enable you 
to get back on track mentally and emotionally are most ap- 
propriate. Understand that the recovery process is not as 
instantaneous as completing the treatment program, and 
adapting at all levels of mind—body health is a natural part 
of the recovery process. 
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COUNSELING 


For some patients, finding your own way to recovery is 
not easy, even after successful treatment. Others may ex- 
perience continued distress if there is any sense that the 
treatment was not completely effective and that more inter- 
vention may indeed be necessary. Professional support to 
help you with your emotional state sometimes can be very 
helpful. Your surgeon or radiation therapist may be able to 
guide you, but their expertise is chiefly in executing treat- 
ment. A medical oncologist may offer a certain level of sup- 
port, but his/her abilities as a psychological counselor may 
be limited. Do not be surprised if your doctor or nurse rec- 
ommends that you consider seeing a trained professional 
counselor whose expertise and experience may be benefi- 
cial to you. A therapist of this sort may easily complement 
the care your other physicians provide. Such a person can 
be a sounding board for you to air your thoughts, and to 
help you gain perspective on how to deal with your situa- 
tion so that you can move forward in life. 


Counseling may also include hearing about the experi- 
ences of others who have been diagnosed and treated for 
prostate cancer. Indeed, these individuals may be advo- 
cates, survivors themselves, who support those who have 
followed them in their battle with cancer. They may fully 
understand the challenges and concerns of being a prostate 
cancer survivor and be able to relate their best strategies for 
dealing with any adversity and gaining control of one’s life. 
You may learn from them, at a minimum, that what you 
are experiencing is not unique to you and rather may be a 
common experience of many prostate cancer survivors. 
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MANAGING LONG TERM SIDE EFFECTS 
OF TREATMENT 


One of the costs of treatment includes the possibility of 
physical side effects that may linger for some time. Some 
side effects are directly associated with the course of a 
treatment, and many of these should resolve once the treat- 
ment is completed. This is not always the case for cancer 
treatments. For prostate cancer, treatment may indeed have 
altered your bodily structure resulting in physical changes 
that may take some time to recover and possibly may never 
do so completely. 


Some physical changes may indeed be permanent as a 
consequence of receiving effective treatment. Understand- 
able early physical side effects include fatigue, weakness, 
trouble concentrating, and possibly even generalized aches 
and pains. No doubt surgery for prostate removal exerts a 
major impact on the body, thus requiring time for physical 
recuperation. Radiation therapy also causes physical effects 
including malaise and fatigue that may carry on through 
the course of treatment and persist for some time after 
treatment has ceased. Both localized treatments, surgery 
and radiation, are associated with impairments in urinary 
control, defecation, and sexual ability that may persist as 
long-term complications. Hormonal therapy or other ther- 
apies for advanced disease are well associated with side 
effects for the long term. In these cases, ongoing symp- 
toms of weight gain, hot flashes, night sweats, decreased 
physical strength, breast tenderness, decreased sexual li- 
bido, and even changes in mental acuity are common. To 
proceed ahead realistically, you should have some sense of 
awareness of side effects that may persist after treatment 
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and require you to adjust accordingly (see Chapter 4 for 
management of side effects). 


LIVING A HEALTHIER LIFESTYLE 


Taking charge of your health and psychological well-be- 
ing should be a priority for you now. Sensible good-health 
recommendations are to eat healthier, maintain physical 
fitness, avoid physical and emotional stress, and limit expo- 
sure to unhealthful habits. The discussion below provides 
some helpful ways to accomplish these endeavors and feel 
good doing it. 


Nutrition: It stands to reason that if you eat 
healthier and watch your weight, you may better 
reduce your risk of prostate cancer recurrence. 
In support of this conventional wisdom, there 

is evidence that individuals who are overweight 
or obese carry more threatening risks of the 
biological progression and incurability of prostate 
cancer. To reduce the risk of prostate cancer 
recurring, many experts advocate a healthy 

diet equivalent to the diet recommended to 

keep your heart healthy. This is a diet rich in 
fruits and vegetables and limited in high fats. 
These recommendations do not preclude an 
occasional splurge to eat your favorite food or a 
treat that may have lesser dietary value. Rather, 
the recommendation is to recognize how eating 
healthier in general may give you the best long- 
term benefits. Dietary changes may indeed 
represent a lifestyle adjustment that increases 
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your overall fitness by way of steady and controlled 
weight loss. You may find that such adjustment is 
hard to do, but do not give up. All efforts can be 
expected to keep you healthy for a long time. 


Exercise: Another recommendation that may help 
reduce the risk of prostate cancer recurrence is to 
establish a physical exercise regimen in your life. 
Finding an exercise program that works for you, 
and that you can commit to, should enable you to 
feel good about your physical well-being. Simply 
enough, you may just feel better to be physically 
in shape. 


There are many different ways to be fit, and 

you may pursue any number of physical fitness 
programs that suit you. Some individuals may 
design and implement a training program at 

a local fitness center or with physical training 
equipment in their own homes. Others may 
engage in specialized activities from power 
walking to line dancing. The key is to identify a 
program that works for you by way of how your 
body handles the physical activity and maintains 
your interest. The idea is that this physical 
exercise program will be yours to follow for a long 
time and become another life adjustment. You 
may have to consider how to make time in your 
busy schedule for regular physical exercise so that 
it can be sustained. 


Stress: Life can be stressful. Demands from 
work, family responsibilities, and pursuing your 
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own personal goals may all lead to physical and 
emotional turmoil. Although a “don’t worry, be 
happy” guide sounds nice, this existence may 

be more a fantasy than a reality for most of us. 
As you have undergone treatment for prostate 
cancer, stress was naturally associated with this 
process. Now that treatment is over, the new 
phase of your life may include resumption of 
chaotic life stressors. One approach to dealing 
with stress is to identify factors associated with it 
and take constructive steps to eliminate or reduce 
these. This adjustment may mean making some 
serious life adjustments. The extent of your work 
such as changing from a full-time to a part-time 
status may also be considered. Changes in your 
home environment may also be necessary if this 
will help you regain control and reduce stress in 
your life. Other actions may simply be to take a 
whole new perspective regarding what constitutes 
stress in your life. Having had prostate cancer, 
you may discover what is important and what is 
so unimportant that you should not have any sort 
of stress about it. You may quickly decide that 
such minor things as inconvenient appointments, 
delayed reports to you, and even unpleasantness 
of people you encounter daily should not lead you 
to become physically or emotionally upset. You 
may identify and focus on any number of joys in 
your life that keep you happy and maintain your 
emotional balance. Additional stress-relieving 
activities such as yoga classes or performing other 
forms of relaxation therapy can be useful. 
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Avoid smoke and alcohol: Your overall wellness 
program may benefit from reducing or 
eliminating all behaviors that compromise your 
best health status. Some behaviors are well known 
to be counterproductive to maintaining good 
health. Such behaviors include cigarette smoking 
and excessive alcohol use. Cigarette smoking is 

a well-known adverse health habit. The effects 

of cigarette smoking on inducing or promoting 
cancer of various forms are documented in the 
medical literature. Exposure to cigarette smoke 
may come not just by first-hand use but also 
secondarily by being in the environment of 

others who are smokers. Discontinuing cigarette 
smoking exposure is wise advice. Excessive alcohol 
use adversely affects the metabolism of the body 
and contributes to decreased immune health. 
Avoiding this risk is an action well worth taking. 


SETTING NEW GOALS 


Being a survivor after prostate cancer treatment means that 
you will continue on with life and have a future ahead of 
you. Your ordeal may have left you with some life adjust- 
ments to make, but you nonetheless may be prepared to 
move forward at this time to begin life anew. Having pros- 
tate cancer may have given you a new perspective. You may 
see and do things in different ways than you did previous 
to your prostate cancer diagnosis and treatment. This is not 
uncommon. Many men have reassessed their lives in the 
face of prostate cancer and acknowledge that life is not to 
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be lived forever. They may have accepted their own mortal- 
ity but want to move forward redefining how they want to 
live in the most meaningful way possible. This reassess- 
ment may give new meaning to a number of life activities 
that before were not so highly valued. Particular meaning 
may be given to rebuilding relationships and spending 
more time with family. Further direction may well be to 
set new goals in life. These goals may range from taking 
on that hobby that has seemed to be eternally on hold to 
finishing the educational degree that you had always hoped 
to achieve. You may find new ways to give you a sense of 
achievement and fulfillment. Volunteering your knowledge 
and experience, in settings ranging from youth programs 
to community service activities to participation in patient 
advocacy groups, may bring you enormous self-fulfillment. 
You may believe that such volunteer activities would allow 
you to leave your mark on this world or simply give you 
pleasure and gratification. 


SEEING THE WORLD THROUGH DIFFERENT EYES 


Overcoming cancer is a wondrous thing. Beating the odds 
and living is an almost indescribable experience. The 
world may appear quite different to those who have faced 
and grappled with cancer, and now, having overcome their 
diagnosis, prepare to move on in life. Prostate cancer is 
a life-altering condition. Once becoming a prostate can- 
cer survivor, you may have a whole new perspective about 
what is important in life and what should be cherished. No 
doubt you are not the same person as you were before your 
diagnosis. Having had this diagnosis, you may find that 
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the most remarkable and rewarding activity is to give back 
in some way so that other men can benefit from your expe- 
rience. When you participate in prostate cancer organiza- 
tions you can help men take steps to undergo screening 
for prostate cancer, and, if they are diagnosed, to receive 
proper treatment early and effectively. Any role in this pro- 
cess you provide is a major contribution in the fight against 
prostate cancer. 
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Q) JOHNS HOPKINS 


MEDICINE 


MANAGING Risk— 
WHAT IF My CANCER 
COMES BACK? 





s for all cancers, the recurrence of prostate cancer 

even with the most effective curative intervention 

is always feared. This worry is hardly surprising. 
It cannot always be eliminated, but various steps should 
be taken to monitor yourself so that you can consider early 
action if the possibility of recurrence arises. 


PREVENTION AND MONITORING FOR RECURRENCE 


The management of prostate cancer can take various forms. 
Though effective treatment can be pursued once the cancer 
diagnosis is made, additional strategies to deal with pros- 
tate cancer should always be considered. Prevention is al- 
ways the ultimate intervention; there is no better way to 
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reduce the effects of cancer than to keep it from occurring 
in the first place. Prevention is the basis for the efforts of 
many scientists and specialists in this field. Their work will 
continue. Along the way, recommendations can be given 
to reduce the recurrence of prostate cancer after initial 
treatment by means of secondary prevention. You may be 
inclined to consider what steps to take to reduce prostate 
cancer recurrence. Current thought in this field suggests 
that secondary prevention is an appropriate action, despite 
the fact that the success of such action remains to be shown 
definitively. 


Prostate cancer incidence has been associated with environ- 
mental factors such as certain environmental exposures and 
the diet we eat. It would then seem reasonable to strongly 
suggest that patients who have been diagnosed with and 
treated for prostate cancer adopt lifestyle changes to reduce 
any possible recurrence of the disease. For instance, the 
high fat, low vegetable and fruit diet of the Western world 
is believed to be a definite culprit for the development of 
prostate cancer. Recommended dietary changes include the 
intake of more fruits and vegetables and less red meat. In- 
creased exercise to burn off calories is also recommended. 
These steps can reduce the fuel for any possible lingering 
prostate cancer cells to flourish within the body. 


Excessive vitamin use, however, may be disadvantageous. 
The idea of using vitamins to remain healthy seems logi- 
cal. Though it seems that using vitamins should improve 
your defenses against recurrences of prostate cancer, recent 
studies have offered some evidence that excessive vitamin 
use may actually promote cancer progression. The take- 
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home message would be to use vitamins at recommended 
dosages, eat a healthy diet, and maintain a physical activ- 
ity regimen as your primary prevention activities. These 
recommendations may sound familiar if you have heard 
recommendations to maintain cardiovascular health. Sim- 
ply said, a good diet and exercise plan may preserve good 
health not just for your heart and circulatory system but 
also for your prostate. 


The recurrence of prostate cancer may become a reality for 
some men despite receiving effective treatment. The risk 
for recurrence depends upon a number of factors. These 
include issues relating to the characteristics of the initial 
prostate cancer diagnosis and the effectiveness of treat- 
ment. These features include the aggressiveness level of the 
cancer (also known as grade) and the extent of progression 
(also known as stage) at the time of treatment. We know 
that men with favorable prostate cancer presentations of 
low grade and early stage do well, and are unlikely to have a 
recurrence. In contrast, men who have very aggressive pros- 
tate cancer are at greater risk for recurrence. For this group, 
there is a risk of cancer progression in the vicinity of the 
prostate, even when effective surgery or radiation has been 
given. In men who have undergone surgery, pathologic pro- 
cessing of the removed prostate and seminal vesicles along 
with lymph nodes can aid in gauging the success of the 
surgery and for predicting risk of recurrence. Pathological 
features from the surgical specimens can be prognostic. In 
addition to a final determination of the cancer’s grade to be 
at the high range of Gleason scores (8-10), finding cancer 
at the surgical margins, invading the seminal vesicles, or 
spread to lymph nodes, informs the surgeon of an adverse 
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situation. This information can then be shared with pa- 
tients so that they can decide upon the need for further 
action. Sometimes immediate further therapies such as ra- 
diation to follow surgery can be implemented for high-risk 
situations. Standard observation may also be appropriate in 
situations where a low risk likelihood of recurrence exists. 
Your surgeon should thoroughly discuss with you what 
sort of risk profile can be estimated and how further man- 
agement should proceed following a radical prostatectomy. 
Similarly, for men undergoing primary radiation therapy, 
the radiation oncologist should counsel you further regard- 
ing your risk profile. 


Standard monitoring should be performed after effective 
localized treatment in everybody, including men thought 
to be at low risk for prostate cancer recurrence. Since pros- 
tate cancer can recur in even the most favorable circum- 
stances, there are no exceptions to this recommendation. 
There is no reason that any man should not be closely 
monitored after receiving initial treatment. An additional 
consideration is that the early identification of any sort of 
recurrence allows the initiation of further therapy when it 
is likely to be most useful and effective. This monitoring 
is generally quite easily done by using the PSA test. This 
approach involves blood testing for this chemical marker 
at scheduled time points after initial treatment. Depend- 
ing upon whether surgery or radiation was carried out, the 
PSA level will be absent or hardly measurable—with radia- 
tion the prostate is not removed from the body, and a low 
level measurement that does not rise still means that the 
cancer is under control. After surgery or radiation therapy, 
PSA monitoring is extremely sensitive and specific, and it 
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is usually the best way to know whether the cancer remains 
sufficiently controlled. It is certainly better than tracking 
any sort of symptoms of prostate cancer recurrence or per- 
forming physical examinations or radiographic imaging in 
hopes of picking up recurrences early. Simply stated, with 
serial monitoring the PSA will rise (or change to become 
measurable) well in advance of other techniques that could 
be used to detect recurrences. This does not mean that 
other monitoring techniques cannot be applied along the 
way. These can be performed, although PSA testing is the 
major basis for monitoring disease recurrence. 


Ifa PSA change occurs following treatment, this may be the 
first sign of prostate cancer recurrence. Sometimes a repeat 
test to be sure that the change has occurred is performed. 
This is recommended because sometimes an error in mea- 
surement is made in the laboratory. Once the PSA change 
is verified, an assessment of your options for further man- 
agement should be done with your doctor. This assessment 
encompasses a review of your original prostate cancer diag- 
nosis and management, the time frame by which your PSA 
measurement has now become measurable or changed, 
and goals for further management in the context of your 
overall current health condition. PSA changes within the 
first two years of initial treatment are more indicative of a 
high-risk prostate cancer recurrence than a change that oc 
curs many years following treatment. Your doctor may un- 
derstand your threat of prostate cancer recurrence better by 
checking it a few additional times (over months) after the 
initial change. If the PSA increases are observed to be min- 
imal, prostate cancer recurrence is likely to be a low threat. 
On the other hand, if the PSA increases on repeated checks 
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are rapidly elevating, a more threatening prostate cancer re- 
currence is generally suspected. To help with defining the 
recurrence, radiographic imaging studies may be ordered 
at this time. These may include bone scans, CAT scans, 
prostascint, or other scans. Your doctor will decide which 
scans are most appropriate for this purpose. 


A radiographic finding indicating prostate cancer spread 
will focus disease management decision making on ad- 
vanced prostate cancer. Because prostate cancer often 
recurs after other health problems have developed, it is 
important to consider whether the patient’s overall health 
condition could influence the risks or benefits of further 
prostate cancer treatment. The complete picture may sug- 
gest that the threat of the prostate cancer is a low priority 
with respect to the patient’s other health conditions. Be- 
cause prostate cancer progresses slowly in many instances, 
appropriate treatment should be given only if the threat of 
the prostate cancer progressing and limiting survival is 
high. Conservative management with clinical monitoring 
may be appropriate for many men. All of these issues war- 
rant thorough discussion This discussion may include not 
just your treating urologist or radiation oncologist, but a 
medical oncologist or other advanced prostate cancer spe- 
cialists (see Chapter 10). 


TREATMENT OPTIONS 
(LOCAL VS. DISTANT RECURRENCE) 


Based on the confirmation of a prostate cancer recurrence 
and the life-threatening risk, this management ranging 
from conservative monitoring to active additional therapy 
can be considered. Active treatment is appropriate for the 
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man at risk for rapid prostate cancer progression and death 
from his disease. For a man who was managed initially 
with radical prostatectomy, a local recurrence (cancer pro- 
gression in the vicinity of the prostate) may prompt consid- 
eration for salvage radiation therapy to the pelvic region. 
A distant recurrence (cancer progression beyond the pelvic 
region) in the man initially treated by radical prostatectomy 
would not likely be suitable for radiation therapy. Advanced 
prostate cancer is best treated by hormonal therapy or other 
treatments for advanced prostate cancer. A local recurrence 
in the man initially treated by radiation therapy usually can 
not be treated with further radiation because of the risk 
of radiation-induced complications. Hormonal therapy is 
commonly administered in the instance of radiation fail- 
ure. Alternative options for suspected local recurrence af- 
ter radiation failure include salvage radical prostatectomy 
and cryosurgery. These alternatives should be carefully 
considered in light of their investigational nature and the 
fact that they are associated with high complication risks. 
If the radiation failure is believed to be associated with the 
distant spread of disease, standard hormonal therapy is the 
option of choice. Chemotherapeutic options may also be 
applied in settings of distant recurrences following either 
surgery or radiation, and these options can be discussed 
further with an advanced prostate cancer specialist or med- 
ical oncologist. 
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Q) JOHNS HOPKINS 


MEDICINE 


My Cancer ISN’T CURABLE— 
WHAT Now? 


UNDERSTANDING TREATMENT GOALS FOR 
METASTATIC DISEASE 


Situations arise in which cure for prostate cancer is not pos- 
sible. Aman may have been diagnosed relatively late in the 
course of the disease process beyond which any standard 
localized treatment such as surgery or radiation will be ef- 
fective. Another may have been diagnosed when treatment 
was thought to be potentially effective, but in time the can- 
cer persists or recurs. In such instances, the prostate cancer 
may have spread to locations beyond the prostate indicat- 
ing that the cancer has become metastatic. No doubt this is 
devastating news. To hear that your disease has spread be- 
yond its site of origin and is coursing throughout the body 
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conjures up the notion that the cancer will soon take over 
the body and possibly cause death. 


The long-term management program will typically involve 
the medical oncologist. In general, advanced or metastatic 
prostate cancer is treated by hormonal suppression; that is, 
to withdraw from the body the male androgen hormone 
that prostate cancer cells use as a fuel to feed their growth. 
Hormonal therapy is not considered an approach for cure 
but a means of disease control. Chemotherapeutic options 
remain fairly minimal, and their application to prostate 
cancer management may come about through patient in- 
volvement in clinical trials. 


Within this scope of management, men who have advanced 
prostate cancer must view their disease state in a different 
way than a man who has been successfully cured of his 
disease. While you and your doctor may work together to 
control your advanced prostate cancer, you may also want 
to think about your overall approach to life and what gives 
you the most fulfillment and quality of life. 


SETTING SHORT-TERM GOALS 


The setting of short-term goals is not meant to be fatalistic. 
It does not mean that you are giving up any sort of hope to 
have your disease conquered, and it should not direct you 
to give up on life or fail to enjoy every precious day that you 
have before you. The suggestion is merely to help bring 
focus to what is important for you to achieve your goals in a 
realistic manner, given the circumstances of your disease. 
This action coincides with organizing your personal mat- 
ters such as finances, estate planning, and the like. You 
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may have to realistically plan ahead for what you can truly 
accomplish and cannot accomplish with a good handle on 
your expected longevity. It is important to speak to your 
doctor frankly about what to expect from your treatment. 
You need to understand what your physical capacity will be 
during the course of these treatments, and what you should 
anticipate with regard to your response to them. Ask your 
doctor what your odds are for beating the disease and what 
life span you may have ahead of you. Although these dis- 
cussions are hard and frightening, they are necessary for 
your proper life planning. 


QUALITY OF LIFE VS. QUANTITY OF LIFE 


Living a long life is important, but there should also be im- 
portance in the quality of one’s life. When prostate cancer 
has metastasized, an obvious goal would be to pursue ag- 
gressive treatments that would give any man under this cir- 
cumstance the most days to live. This aim is very reasonable. 
At the same time, it is important to consider whether ad- 
vanced treatments take away from one’s quality of life. Side 
effects are associated with hormonal therapies and chemo- 
therapies. These therapies can cause toxic effects that may 
lead to a diminished quality of life; sometimes they even 
shorten it. You should discuss the advantages and disad- 
vantages of all of the possible treatments with your doctor. 
Metastatic prostate cancer can also cause pain, especially if 
it has spread to bone. Living in pain clearly detracts from 
life’s pleasures. Pain symptoms are usually associated with 
bone metastases, and they should always be brought to the 
attention of your treating doctors. Management may range 
from standard pain medication to specialized treatments. 
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For example, a painful area of metastatic prostate cancer 
in the back can usually be relieved by radiation therapy to 
the spine. 


WHEN SHOULD | STOP TREATMENT? 


This is not an easy question to ask of your doctor and one 
that is not easy for him/her to answer either. If the treat- 
ment you are receiving is proven to be ineffective and also 
if treatment is causing side effects without benefit, this 
question may arise. A frank conversation with your doc- 
tor may be necessary to gain proper perspective. The an- 
swer may be difficult to handle, just because the thought 
of abandoning treatment sounds like one is giving up. The 
matter may be tough not only on the patient but also on the 
physician. Physicians compassionately dispense care and 
take on a mission to save lives, but they may also identify 
when a treatment is not effective and understand when al- 
leviating suffering must naturally occur. The time when 
aggressive treatments may be discontinued may indicate 
your need to move urgently in organizing your personal af- 
fairs and having your wishes, such as advanced directives, 
known prior to death. 


HOSPICE/PALLIATIVE CARE 


Unless life is ended abruptly by some serious event or ac- 
cident, the end of life signaled by an advancing chronic 
disease should be handled by specialized medical services 
known as hospice care. Such services help in preparing 
for one’s leaving this world, dying with dignity as well as 
with pain under control, and having emotional needs of 
the loved one’s family met. Plans to seek hospice care may 
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commonly be arranged around the time that a decision is 
made that treatment is no longer benefiting you. A refer- 
ral from your doctor should facilitate the process. Hospice 
care can be arranged at a hospice facility or in your home or 
that of a relative. How you would like to receive this care is 
your choice. Your wishes should be honored as to how you 
desire to live toward the end of your life and to die peace- 
fully. Additional services in the way of counseling for fam- 
ily members can be quite helpful. Spiritual advisors may 
also provide an essential role at this time. 
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JOHNS HOPKINS 


MEDICINE 


PROSTATE CANCER IN 
OLDER ADULTS 


by Gary R. Shapiro, MD 





rostate cancer is the leading cancer diagnosis and 
P the second leading cause of cancer deaths among 

men in the United States. It is a disease of aging. As 
we live longer, the number of men with prostate cancer will 
increase dramatically. In the next 25 years, the number of 
people 65 years of age and older will double, and the largest 
increases in cancer incidence will occur in those older than 


80 years of age. 


If one looks for it, the vast majority of older men (over 75 
years of age) have cancer cells in their prostate. The other 
fact is that these cells will never bother most of these men. 
Unlike those with other types of cancer, many men with 
a diagnosis of prostate cancer will never experience com- 
plications or early death from prostate cancer. Older men 
commonly face the dilemma of whether or not to have 
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their prostate cancer treated. Overtreatment is common, 
and it is critically important that you get advice about all of 
your options, especially expectant management (“watchful 
waiting”), from a knowledgeable prostate cancer special- 
ist. Importantly, “watchful waiting” as a form of expectant 
management differs from “active surveillance” as another 
form of expectant management. “Watchful waiting” im- 
plies a less rigorous approach to monitoring for possible 
disease progression and generally invokes palliative (symp- 
tom relieving) interventions when needed. 


Though low-risk disease is common, a significant number 
of older men will have high-risk prostate cancer that should 
be treated aggressively. It is not always easy to know if some- 
one’s prostate cancer is high- or low-risk, but your doctor 
should be able to help you. Once you understand how risky 
your prostate cancer is, you will then need to carefully as- 
sess whether treatment will help or hurt you. Older adults 
with cancer often have other chronic health problems and 
may be taking multiple medications that can affect their 
cancer treatment plan. Prejudice, misunderstanding, and 
limited access to clinical trials often prevent older patients 
from getting the cancer treatment they need. 


WHY IS THERE MORE CANCER IN OLDER PEOPLE? 


The organs in our bodies are made up of cells. Cells di- 
vide and multiply as the body needs them. Cancer develops 
when cells in a part of the body grow out of control. The 
body has a number of ways of repairing damaged control 
mechanisms, but as we get older, these do not work as well. 
Although our healthier lifestyles have allowed us to avoid 
death from infection, heart attack, and stroke, we may now 
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live long enough for a cancer to develop. People who live 
longer have increased exposure to cancer-causing agents 
(carcinogens) in the environment. Aging decreases the 
body’s ability to protect us from these carcinogens and to re- 
pair cells that are damaged by these and other processes. 


DECISION MAKING: 7 PRACTICAL STEPS 
1. GET A DIAGNOSIS 


No matter how “typical” the signs and symptoms, first 
impressions are sometimes wrong. Older men with uri- 
nary problems are more likely to have an enlarged prostate 
(BPH, benign prostatic hyperplasia) than high-risk pros- 
tate cancer, and a slightly elevated PSA may not be a sign of 
aggressive prostate cancer, either. 


Though an older man with a high PSA and bone metasta- 
ses is likely to have prostate cancer, he may have some other 
cancer in his bones and a coincidental low-risk prostate 
cancer. In such a case, treatment should be directed at the 
metastatic cancer and not the unimportant prostate cancer. 
A diagnosis helps you and your family understand what to 
expect and how to prepare for the future, even if you cannot 
get curative treatment. Knowing the diagnosis also helps 
your doctor treat your symptoms better. Many people find 
“not knowing” very hard and are relieved when they finally 
have an explanation for their symptoms. Sometimes a frail 
patient is obviously dying, and diagnostic studies can be an 
additional burden. In such cases, it may be quite reason- 
able to focus on symptom relief (palliation) without know- 
ing the details of the diagnosis. 
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2. KNOW THE CANCER’S STAGE 


The cancer’s stage defines your prognosis and treatment 
options. No one can make informed decisions without it. 
Just as there may be times when the burdens of diagnostic 
studies may be too great, it may also be appropriate to do 
without full staging in a very frail, dying patient. 


As in younger patients, the stage is determined by the size 
and extent of the tumor, the presence or absence of cancer 
in lymph nodes, or its spread (metastasis) to other organs. 
When doctors combine this information with information 
regarding your PSA level, cancer type, and Gleason score 
(see Chapter 1), they can predict what impact, if any, your 
prostate cancer is likely to have on your life expectancy and 
quality of life. 


3. KNOW YOUR LIFE EXPECTANCY 


Anticancer treatment should be considered if you are likely 
to live long enough to experience symptoms or premature 
death from prostate cancer. If your life expectancy is so 
short that the cancer will not significantly affect it, there 
may be no reason to treat your cancer. 


However, chronological age (how old you are) should not 
be the only thing that decides how your cancer should, or 
should not, be treated. Despite advanced age, men who are 
relatively well often have a life expectancy that is longer 
than their life expectancy with prostate cancer. The average 
70-year-old man is likely to live another 12 years. A similar 
85-year-old can expect to live an additional five years and 
remain independent for most of that time. Even an un- 
healthy 75-year-old man probably will live five more years, 
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long enough to suffer symptoms and early death from met- 
astatic prostate cancer. 


4. UNDERSTAND THE GOALS 
The Goals of Treatment 


It is important to be clear whether the goal of treatment 
is cure (surgery or radiation therapy for early stage pros- 
tate cancer) or palliation (treatment for metastatic prostate 
cancer). If the goal is palliation, you need to understand if 
the treatment plan will extend your life, control your symp- 
toms, or both? How likely is it to achieve these goals, and 
how long will you enjoy its benefits? Many men choose 
watchful waiting (routine health monitoring) as the best 
strategy for them. 


When the goal of treatment is palliation, hormonal sup- 
pression or chemotherapy should never be administered 
without defined endpoints and timelines. It should be clear 
to everyone what “counts” as success, how it will be deter- 
mined (for example, a symptom controlled or a smaller 
mass on CT scan), and when. You and your family should 
understand what your options are at each step and how 
likely each is to meet your goals. If this is not clear, ask your 
doctor to explain it in words that you understand. 


The Goals of the Patient 


In addition to the traditional goals of tumor response, in- 
creased survival, and symptom control, older cancer pa- 
tients often have goals related to quality of life. These may 
include physical and intellectual independence, spending 
quality time with your family, taking trips, staying out of 
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the hospital, or even economic stability. At times, pallia- 
tive care or hospice may meet these goals better than ac. 
tive anticancer treatment. In addition to the medical team, 
older patients often turn to family, friends, and clergy for 
guidance. 


5. DETERMINE IF YOU ARE FIT OR FRAIL 


Deciding how to treat cancer in someone who is older re- 
quires a thorough understanding of his general health and 
social situation. Decisions about cancer treatment should 
never focus on age alone. 


Age Is Not a Number 


Your actual age (chronological age) has limited influence 
on how cancer will respond to therapy or its prognosis. Bio- 
logical and other changes associated with aging are more 
reliable in estimating an individual’s vigor, life expectancy, 
or the risk of treatment complications. These changes 
include malnutrition, loss of muscle mass and strength, 
depression, dementia, falls, social isolation, and the abil- 
ity to accomplish daily activities such as dressing, bathing, 
eating, shopping, housekeeping, and managing one’s fi- 
nances or medication. 


Chronic Illnesses 


Older cancer patients are likely to have chronic illnesses 
(comorbidity) that affect their life expectancy; the more 
that you have, the greater the effect. This effect has very 
little impact on the behavior of the cancer itself, but studies 
do show that comorbidity has a major effect on treatment 
outcome and its side effects. 


go 


Prostate Cancer in Older Adults 





6. BALANCE BENEFITS AND HARMS 


Fit older prostate cancer patients respond to treatment 
similarly to their younger counterparts. However, a word of 
caution is in order. Until recently, few studies included very 
old individuals, and it may not be appropriate to apply these 
findings to the diverse group of older cancer patients. 


The side effects of cancer treatment are never less in the 
elderly. In addition to the standard side effects, significant 
age-related toxicities must be considered. Though most of 
these are more a function of frailty than chronological age, 
even the fittest senior cannot avoid the physical effects of 
aging. In addition to the changes in fat and muscle that you 
see in the mirror, there are age-related changes in your kid- 
ney, liver, and digestive (gastrointestinal) function. These 
changes affect how your body absorbs and metabolizes 
anticancer drugs and other medicines. The average older 
man takes many different medicines (to control medical 
conditions like high blood pressure, high cholesterol, os- 
teoporosis, diabetes, arthritis, etc.). This “polypharmacy” 
can cause undesirable side effects as the many drugs inter- 
act with each other and the anticancer medications. 


7. GET INVOLVED 


Health care providers and family members often under- 
estimate the physical and mental abilities of older people 
and their willingness to face chronic and life-threatening 
conditions. Studies clearly show that older patients want 
detailed and easily understood information about potential 
treatments and alternatives. Patients and families may con- 
sider cancer untreatable in the aged and not understand 
the possibilities treatment offers. 
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Though patients with dementia pose a unique challenge, 
they are frequently capable of participating in goal setting 
and simple discussions about treatment side effects and lo- 
gistics. Caring family members and friends are often able 
to share the patient’s life story so that health care workers 
can work with them to make decisions consistent with the 
patient’s values and desires. This of course is no substitute 
for a well thought out and properly executed Living Will or 
healthcare proxy. 


Though facing the possibility of life-threatening events at 
any age is hard, it is always better to be prepared and to “put 
your affairs in order.” In addition to estate planning and 
wills, it is critical that you outline your wishes regarding 
medical care at the end of life and make legal provisions for 
someone to make those decisions if you are unable to make 
them for yourself. 


TREATING PROSTATE CANCER 
YOU NEED A TEAM 


Cancer care changes rapidly, and it is hard for the generalist 
to keep up to date, so referral to a specialist is essential. The 
needs of an older cancer patient often extend beyond the 
doctor’s office and the traditional services visiting nurses 
provide. These needs may include transportation and nutri- 
tional, emotional, financial, physical, or spiritual support. 
When an older man with prostate cancer is the primary care 
giver for a frail or ill spouse, grandchildren, or other family 
members, special attention is necessary to provide for their 
needs as well. Older cancer patients cared for in geriatric 
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oncology programs benefit from multidisciplinary teams 
of oncologists, geriatricians, psychiatrists, pharmacists, 
physiatrists, social workers, nurses, clergy, and dieticians, 
all working together as a team to identify and manage the 
stressors that can limit effective cancer treatment. 


WATCHFUL WAITING 


As discussed above, and in Chapter 3, many men will 
carry a diagnosis of prostate cancer that may not necessar- 
ily threaten their life spans. This is often the situation for 
older men who have a life expectancy of less than Io years. 
A diagnostic work-up done when indicated in an older man 
may yield a prostate cancer diagnosis that will unlikely 
cause death with respect to the expected longevity of the 
patient. 


Importantly, watchful waiting differs somewhat from ex- 
pectant management in concept. Watchful waiting implies 
routine basic health monitoring either for any constitu- 
tional signs of health changes from having cancer, such as 
general malaise, sense of tiredness or weight loss changes, 
or for new urinary symptoms that may be related to locally 
advancing prostate cancer. Reactive interventions to main- 
tain wellness despite the presence of cancer are generally 
then offered. In contrast, expectant management refers to 
an active surveillance program that includes regularly per- 
formed prostate examinations, PSA testing, and prostate 
biopsies to be able to recognize the early progression of a 
known low risk prostate cancer diagnosis. This rigor offers 
the opportunity to manage the disease in a timely way with 
curative intent when needed. 
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SURGERY 


Surgery is as effective for disease eradication in elderly pa- 
tients as in younger patients (see Chapter 3), but it does 
present a somewhat higher risk of complications in older in- 
dividuals who have other medical problems (comorbidities). 
Radical prostatectomy in the very old is often a high-risk 
procedure with complications, and it is generally not advised 
for this group. 


RADIATION THERAPY 


When “watchful waiting” is not advisable, radiation ther- 
apy is an excellent option for older men with localized pros- 
tate cancer (see Chapter 3). Though studies in older men 
have found no significant increase in the side effects from 
radiation therapy, the fatigue that often accompanies ra- 
diation therapy can be quite profound in the elderly, even 
in those who are fit. Often the logistical details (like daily 
travel to the hospital for a six-week course of treatment) are 
the hardest for older people. It is important that you dis- 
cuss these potential problems with your family and social 
worker before starting radiation therapy. Some older men 
find interstitial seed (brachytherapy) radiotherapy “easier” 
than external beam radiotherapy. 


Radiation therapy (external beam) is particularly effective 
in treating bone pain caused by prostate cancer metastases 
to the bone. A short course of radiation therapy often allows 
patients with advanced cancer to lower (or even eliminate) 
their dose of narcotic pain relievers. Although these medi- 
cines do an excellent job of controlling pain, they often 
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cause confusion, falls, and constipation in older patients. 
Thus, even hospice patients suffering from localized meta- 
static bone pain should consider the option of palliative ra- 
diation therapy. 


HORMONAL THERAPY 


Hormonal therapy (androgen deprivation therapy) is the 
most widely used type of treatment in prostate cancer. 
Usually used alone, it may be combined with radiation 
for localized disease. It is the cornerstone of treatment for 
metastatic prostate cancer. It is not unusual for men to 
take some form of hormonal therapy, and to live with the 
side effects, for the rest of their life. Older men experience 
these side effects (hot flashes, decreased libido, and erectile 
dysfunction) no less than younger men do. Additional age- 
related problems do, however, concern them. 


Although most older men tolerate androgen deprivation 
therapy quite well, it can cause diabetes and cardiovascular 
disease, especially in those who had these problems before 
they started therapy. Cognitive impairment (dementia), loss 
of muscle mass, and osteoporosis (bone density) are partic- 
ularly debilitating side effects in older men. They can cause 
falls and bone fractures and take away one’s independence. 


CHEMOTHERAPY 


Nonfrail older cancer patients respond to chemotherapy 
similarly to their younger counterparts. Reducing the dose 
of chemotherapy based purely on chronological age may 
seriously affect the effectiveness of treatment. Managing 
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chemotherapy-associated toxicity with appropriate support- 
ive care is crucial in the elderly population to give them the 
best palliation and chance of prolonged survival. 


Older men whose prostate cancers have progressed despite 
first-line hormonal therapy have the same benefits from 
docetaxel (Taxotere)-based chemotherapy as their younger 
counterparts. Age alone should not exclude them from re- 
ceiving these or other chemotherapy regimens. 


Though the side effects of cancer treatment are never less 
burdensome in the elderly, they can be managed by oncolo- 
gists, especially geriatric oncologists, who work in teams 
with others who specialize in the care of the elderly. With 
appropriate care, healthy older patients do just as well 
with chemotherapy as younger patients. Advances in sup- 
portive care (antinausea medicines and blood cell growth 
factors) have significantly decreased the side effects of 
chemotherapy and have safely improved the quality of life 
of individuals with prostate cancer. Nonetheless, there is 
risk, especially if the patient is frail. The presence of se- 
vere comorbidities, age-related frailty, or underlying severe 
psychosocial problems may be obstacles for highly inten- 
sive treatment plans. Such patients may benefit from less 
complicated or potentially less toxic treatment plans. 


COMMON TREATMENT COMPLICATIONS IN 
THE ELDERLY 


Anemia (low red blood cell count) is common in the elderly, 
especially the frail elderly. It decreases the effectiveness 
of chemotherapy and often causes fatigue, falls, cognitive 
decline (e.g., dementia, disorientation or confusion), and 
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heart problems. Therefore, anemia must be recognized 
and corrected with red blood cell transfusions or the ap- 
propriate use of erythropoiesis-stimulating agents such as 
epoetin (Procrit, Epogen) or darbepoetin (Aranesp). 


Myelosuppression (low white blood cell count) is also com- 
mon in older patients getting chemotherapy or radiation 
therapy. Older patients with myelosuppression develop life- 
threatening infections more often than younger patients, 
and they may need to be treated in the hospital for many 
days. The liberal use of granulopoietic growth factors (G- 
CSF, Neupogen, Neulasta) decreases the risk of infection 
and makes it possible for older men to receive full doses of 
chemotherapy. 


Mucositis (mouth sores) and diarrhea can cause severe de- 
hydration in older patients who often are already dehydrated 
due to inadequate fluid intake and diuretics (“water pills” 
for high blood pressure or heart failure). Careful monitor- 
ing and the liberal use of antidiarrheal agents (Imodium) 
and oral and intravenous fluids are essential components of 
the management of older cancer patients. Chemotherapy- 
induced nausea and vomiting can contribute to dehydra- 
tion, and it is essential that elderly patients receive enough 
medicine (antiemetics) to control this. 


Surgery, radiation therapy, and chemotherapy can cause 
other gastrointestinal side effects, including pain and ob- 
struction. The resulting constipation can be particularly 
difficult to manage in elderly patients who are prone to 
this problem. The dehydration and poor appetite that of- 
ten accompanies chemotherapy can also make constipation 
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worse. Maintaining adequate nutrition and fluid intake and 
careful use of stool softeners and laxatives are essential. 


Kidney function declines as we age. Some of the medicines 
that older patients take to treat both their cancer (e.g., zole- 
dronicacid, NSAIDs) and noncancer-related problems might 
make this worse. The dehydration that often accompanies 
cancer and its treatment can put additional stress on the 
kidneys. Fortunately, it is often possible to minimize these 
effects by carefully selecting and dosing appropriate drugs, 
managing “polypharmacy,” and preventing dehydration. 


Neurotoxicity and Cognitive Effects (“Chemo-brain”) can 
be profoundly debilitating in patients who are already cog- 
nitively impaired (demented, disoriented, confused, etc.). 
Elderly patients with a history of falling, hearing loss, or 
peripheral neuropathy (nerve damage from, e.g., diabetes) 
have decreased energy and are highly vulnerable to neuro- 
toxic chemotherapy such as the taxane compounds. Many 
medicines used to control nausea (antiemetics) or decrease 
the side effects of certain chemotherapeutic agents are also 
potential neurotoxins. These include ranitidine (agitation), 
diphenhydramine, some of the antiemetics (sedation), and 
dexamethasone (psychosis and agitation). The corticoster- 
oids (prednisone, dexamethasone) are also used to treat 
metastatic prostate cancer. 


Fatigue is a near universal complaint of older cancer pa- 
tients. It is particularly a problem for those who are socially 
isolated or who depend upon others to help them with ac- 
tivities of daily living. It is not necessarily related to depres- 
sion, but can be. Depression is quite common in the elderly. 
In contrast with younger patients who often respond to a 
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cancer diagnosis with anxiety, depression is the more com- 
mon disorder in older cancer patients. With proper support 
and medical attention, many of these patients can safely 
receive anticancer treatment. 


Heart problems increase with age, and it is no surprise 
that older cancers patients have an increased risk of cardiac 
complications from intensive surgery, radiation, and che- 
motherapy (such as mitoxantrone). One should also keep 
in mind the cardiovascular complications that some hor- 
monal therapies and chemotherapy (such as estramustine) 
can cause, especially blood clots (thrombosis). 


Osteoporosis can be made worse by androgen deprivation 
therapy. This in turn, can result in fractures, falls, and pro- 
gressive debility. Older men on hormonal therapy should 
have regular DEXA scans to monitor their bone health, 
and, when appropriate, take calcium and vitamin D supple- 
ments or bisphosphonates to minimize bone loss. 
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about prostate cancer, a wealth of educational materi- 
als and resources is available from credible organiza- 
tions. The following is a list of organizations, their means 
of access, and brief descriptions of services they provide. 
They may assist you further should you choose to seek ad- 
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ditional help. 
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American Cancer Society 
1-(800) ACS-2345 [227-2345] 
www.canicer.org 


This is a nationwide, community-based, voluntary health 
organization dedicated to eliminating cancer as a major 
health problem. Its mission is to prevent cancer, save lives, 
and diminish suffering from cancer through research, ed- 
ucation, advocacy, and service. 


American Prostate Society 


(410) 859-3735 


www.americanprostatesociety.com 


This is a society established to provide support services for 
patients and family members affected by prostate cancer. 
The society provides ongoing, up-to-date information on 
benign and malignant prostate disorders. 


American Foundation for Urologic Disease 


(410) 689-3700 
www.auafoundation.org 


This organization is the nation’s leading urologic health 
charity whose mission is to improve prevention, detection, 
and treatment, and ultimately to cure urologic diseases. 
The foundation is consolidated with the American Uro- 
logical Association, thus integrating activities and pro- 
grams of research, patient/public education, and patient 
advocacy through a foundation that is part of its medical 
specialty organization. 
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The Brady Urological Institute 
(410) 955-6707 


www.prostate.urol.jhu.edu 


This organization refers to the group of dedicated physi- 
cians, scientists, and researchers in the Department of 
Urology at the Johns Hopkins Hospital whose mission is 
to continue developing and delivering state-of-the-art treat- 
ments and excellent clinical care for urological diseases. 
The Web site has many news articles about the latest re- 
search in prostate cancer performed at Johns Hopkins. 


CaPCURE 
1-(800) 757-CURE [757-2873] 
www.capcure.org 


This organization has a mission to find cures and controls 
for advanced prostate cancer. It is the leading, largest pri- 
vate source of funding for prostate cancer research in the 
world. CaPCURE is focused on moving research from the 
laboratory into the lives of patients. Its Web site may be 
accessed to learn updated information on recent research 
developments and clinical trials. 


Hospice Foundation of America 

(202) 638-5419 

www.hospicefoundation.org 
This organization provides leadership in the development 
and application of hospice and its philosophy of care. The 
foundation meets its mission by conducting programs of 
professional development, public education and informa- 
tion, research, publications, and health policy issues. It 
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provides assistance for individual consumers of health care 
who are coping with issues of care giving, terminal illness, 
and grief. 


National Cancer Institute 
1-(800) 4-CANCER [422-6237] 
Www.cancer.gov 


This component of the National Institutes of Health is the 
principal agency for cancer research and training of the 
U.S. government. Its mission is to disseminate new in- 
formation about cancer research, education, and training 
while promoting the incorporation of state-of-the-art can- 
cer treatments into clinical practice. 


National Hospice and Palliative Care Organization 

1-(800) 658-8898 

(703) 837-1500 

www.nhpco.org 
This organization is the largest nonprofit membership de- 
voted exclusively to the promotion of hospice care in Amer- 
ica. Its mission is advocacy for the rights of terminally ill 
persons. The organization provides informational and edu- 
cational material for members while also providing infor- 
mation and referrals to the general public. 


The National Prostate Cancer Coalition 


(202) 463-9455 


Wwww.zerocancer.org 


This organization is a major resource for reducing the bur- 
den of prostate cancer on American men and their fami- 
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lies. Its activities involve awareness, outreach, and advocacy 
campaigns. 


Prostate Cancer Foundation 
1-(800) 757-CURE [757-2873] 
www.prostatecancerfoundation.org 


This foundation is the world’s largest source of philan- 
thropic support for prostate cancer research. Its primary 
mission is to fund promising research into better treat- 
ments and a cure for prostate cancer. 


Us TOO International Prostate Cancer Education & 
Support Network 

1-(800) 80-Us TOO [808-7866] 

(630) 795-1002 

www.ustoo.org 


This is a grassroots organization started by prostate cancer 
survivors to serve prostate cancer survivors, their spouses/ 
partners, and families. It is a not-for-profit charitable orga- 
nization dedicated to communicating timely and reliable 
information that enables informed choices regarding de- 
tection and treatment of prostate cancer. The organization 
is represented by 325 support group chapters throughout 
the United States and the world. 
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The James Buchanan Brady Urological Institute 
The Johns Hopkins Hospital 
600 North Wolfe Street 
Baltimore, Maryland 
http://urology.jhu.edu/ 


The James Buchanan Brady Urological Institute at Johns 
Hopkins strives to remain the world leader in urology by 
delivering the finest patient care available, while simulta- 
neously producing and translating revolutionary urological 
research for clinical application. The institute has developed 
a four-pronged approach for treating patients with urologi- 
cal cancer, which includes prevention, early detection, ef- 
fective treatment of localized disease, and better ways to 
contain advanced disease. The institute’s researchers are 


Johns Hopkins Patients’ Guide to Prostate Cancer 





committed to discovering the genes that cause debilitating 
urological problems in children, and for uncovering the 
best treatments for men and women who experience uro- 
logical complications. 


About Johns Hopkins Medicine 

Johns Hopkins Medicine unites physicians and scientists 
of the Johns Hopkins University School of Medicine with 
the organizations, health professionals, and facilities of the 
Johns Hopkins Health System. Its mission is to improve 
the health of the community and the world by setting the 
standard of excellence in medical education, research, and 
clinical care. Diverse and inclusive, Johns Hopkins Medi- 
cine has provided international leadership in the education 
of physicians and medical scientists in biomedical research 
and in the application of medical knowledge to sustain 
health since The Johns Hopkins Hospital opened in 1889. 


If you plan to be evaluated or treated at Johns Hopkins, you 
will probably meet Dr. Burnett. He interacts with patients 
on a daily basis through evaluation, treatment planning, 
and management of prostate cancer. 
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100 Questions & Answers About Prostate Cancer, Second 
Edition, Pamela Ellsworth, MD, Jones and Bartlett Publish- 
ers, 2009. 


100 Questions & Answers About Prostate Disease, Kevin 
R. Loughlin, MD, and John Nimmo, Jones and Bartlett 
Publishers, 2007. 
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Adenocarcinoma: The most common form of prostate 
cancer. 


Adjuvant systemic therapy: Treatment given after the pri- 
mary treatment to increase the chances of a cure and treat- 
ment to prevent the cancer from recurring. 


Alpha,-antichymotrypsin: A circulating protein in the 


blood. 


Anal sphincter: Rings of muscle at the opening of the 
anus. 


Anal stricture: Often painful scar tissue at the anal 
sphincter. 


Androgen deprivation therapy. See Hormonal therapy. 


Anemia: Low red blood cell count. 
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Antiemetics: Antinausea medications. 


Benign: Any tumor or growth which is not malignant or 
cancerous. A benign growth will not spread (or metasta- 
size) to other areas of the body. 


Benign prostatic enlargement: A noncancerous enlargement 
of the prostate. 


Bilobar structure: A structure with two sides. 


Biopsy: A procedure in which cells are collected for micro- 
scopic examination. 


Bisphosphonates: A class of drugs that prevents the loss of 
bone mass. 


Bladder neck contracture: Scar tissue at the bladder neck 
that causes narrowing. 


Blood clots (thrombosis): Clumps that occur when the blood 
hardens from a liquid to a solid. 


Bone scan: An X-ray that looks for signs of metastasis. 
Brachytherapy: A form of internal radiation therapy. 


CAT scan: Pictures of structures within the body created by 
a computer that takes the data from multiple X-ray images 
and turns them into pictures on a screen. 


Cavernous nerves: Nerves responsible for penile erection. 


Chemo brain: Difficulty with cognitive functioning as a 
side effect of receiving chemotherapy. 
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Chemotherapy: The use of chemical agents (drugs) to sys- 
temically treat cancer. 


Clinical staging: Determination of the extent of disease 
based on clinical findings prior to any sort of treatment. 


Clinical trial: A study of a drug or treatment with a large 
group of people testing the treatment. 


Clinically significant erectile dysfunction: The inability to at- 
tain or sustain an erection for satisfactory sexual activity. 


Clinically significant urinary incontinence: Loss of urinary 
control. 


Cognitive impairment: Mental disorders distinguished by a 
limitation of mental functions (e.g., dementia). 


Comorbidity: A disease or disorder someone already has 
prior to a new diagnosis. 


Corticosteroids: Class of steroid hormones that are pro- 
duced in the adrenal cortex. 


Cryosurgery: The application of extreme cold to destroy ab- 
normal or diseased tissue. 


Dehydration: Occurs when the body does not have as much 
water and fluids as it should. 


DEXA scan: Measures the density of bones. 


Digital rectal examination: An assessment of whether a tu- 
mor is palpable by inserting a finger into the rectum. 


Distant metastases: Cancer spread throughout the body. 
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Docetaxel: A chemotherapy drug given as treatment for 
some types of cancer. 


Dorsiflexion exercises: Up and down movements of the feet 
when reclining in a chair or in bed. 


External beam radiotherapy: Delivers radiation waves more 
focally and reduces the likelihood of radiation spread to 
structures beyond the prostate gland. 


Erectile function: The inability to achieve erection. 


Erythropoiesis: Stimulating agents such as epoetin (Pro- 
crit, Epogen) or darbepoetin (Aranesp). 


Expectant management: Applied to patients who have a life 
expectancy of less than Io years and for healthy men 65 
years of age or older whose diagnostic workup suggests low- 
volume, low-grade prostate cancer (“watchful waiting”). 


Free PSA: A molecular form of PSA that is not bound 
to a circulating protein in the blood called alpha,- 
antichymotrypsin. 


Genetics counseling: Process by which patients or relatives 
are advised of the consequences and nature of the disorder, 
the probability of developing or transmitting it, and the op- 
tions open to them. 


Gleason score: A numerical grading system that defines 
the appearance of the cancerous tissue. 


Grade: Aggressiveness level of the cancer. 


Granulopoietic growth factors: Decrease the risk of infection. 
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Healthcare proxy: A document that permits a designated 
person to make decisions regarding your medical treat- 
ment when you are unable to do so. 


High-intensity focused ultrasonography: Application of a 
heated beam of focused ultrasound waves guided to the 
prostate by an ultrasound probe placed into the rectum. 


Hormonal therapy: Treatment that blocks the effects of hor- 
mones upon cancers that depend on hormones to grow. 


Hospice/palliative care: Such services help in preparing 
for one’s leaving this world, dying with dignity as well as 
with pain under control, and having emotional needs of the 
loved one’s family met. 


Interstitial seed (brachytherapy) radiotherapy: Surgical place- 
ment of radiated seeds, such as radioactive iodine-125 or 
palladium-102 seeds, into the prostate. 


Laparoscopic approach: Surgery involving multiple stab- 
like incisions for passage of instruments. 


Living will: A document that outlines what care you want in 
the event you become unable to communicate due to coma 
or heavy sedation. 


Lymph node: Tissue in the lymphatic system that filter 
lymph fluid and help the immune system fight disease. 


Malignant: Cancerous; growing rapidly and out of control. 


Medical oncologist: A cancer specialist who helps deter- 
mine treatment choices. 
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Metastis: The process by which cancer spreads from the 
place at which it first arose as a primary tumor to distant 
locations in the body. 


MRI: A medical imaging technique most commonly used 
in radiology to visualize the internal structure and func 
tion of the body. 


Mucositis: Mouth sores. 
Myelosuppression: Low white blood cell count. 


Nerve-sparing: Technique for protecting the erection- 
producing nerves surrounding the prostate during prostate 
cancer surgery. 


Neurotoxicity: Adverse effects on the structure or function 
of the central and/or peripheral nervous system caused by 
exposure to a toxic chemical. 


Nomogram: Provides information regarding whether the 
disease is contained to the prostate gland, spread locally 
beyond the prostate gland, or spread distantly into lymph 
node tissue or elsewhere. 


Oncology nurses: Nurses in this field provide care and 
support for patients diagnosed with cancer. They are re- 
sponsible for administering chemotherapy and managing 
symptoms related to cancer illnesses. 


Open retropubic approach: Surgery involving usually one 
small incision at the low abdomen. 


Orchiectomy: Surgical procedure to remove the testicles 
from the scrotum. 
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Osteoporosis: A disease of bone that leads to an increased 
risk of fracture. 


Palliative management: Care to relieve the symptoms of can- 
cer and to keep the best quality of life for as long as possible 
without seeking to cure cancer. 


Palpable: Whether hardness or a nodule is felt with the fin- 
ger inserted into the rectum and placed on the prostate. 


Pathological staging: Extent of cancer found in surgically 
removed tissue. 


Pathologist: A specialist trained to distinguish normal 
from abnormal cells. 


Pelvic CAT scan: See CAT scan. 


Pelvic MRI study: Frequently obtained for clinical stag- 
ing and may be most relevant for many radiation therapy 
recommendations. 


Penile atrophy: Changes in the dimensions and structure 
of the penis. 


Perineal approach: Surgery involving usually one small 
incision. 


Peripheral neuropathy: Nerve damage from, e.g., diabetes. 


Preoperative tests: Tests are done to ensure that there are 
no acute health conditions requiring attention prior to un- 
dergoing surgery or radiation. 


Prostascint scan: Used to check for lymph node invasion in 
men with prostate cancer. 
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Prostate biopsy: Diagnostic technique for prostate cancer 
in which a needle instrument is used to sample multiple 
prostate pieces (usually 12) for pathological assessment. 


Prostate cancer: The presence of malignant cells in the 
prostate. 


Prostate cancer surgeon: A urologic surgeon with surgical 
expertise in performing radical prostatectomy, the removal 
of the prostate, appropriate surrounding tissue, and pelvic 
lymph nodes. 


Prostate imaging radiologist: See Radiologist. 
Prostate pathologist: See Pathologist. 


Prostate-specific antigen (PSA) level: The amount of prostate- 
specific antigen in the blood. 


Prostatitis: Inflammation of the prostate gland. 


PSA density: A determination of PSA value adjusted for 
prostate size. 


PSA monitoring: Monitoring changes in PSA level over 
time. 


PSA velocity: The rate of change in PSA over time. 


Psychosocial support staff: Staff who assist in coping with 
stress associated with diagnosis through recovery and 
beyond. 


Pulmonary embolism: Caused by blood clots that form in 
the lower legs after surgery and then become dislodged and 
circulate to the lungs. 
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Radiation oncologist: A cancer specialist who determines 
the amount of radiation therapy required. 


Radiation therapy: Use of high-energy X-rays to kill cancer 
cells and shrink tumors. 


Radical prostatectomy: Surgical removal of the entire 
prostate. 


Radical prostatectomy with bilateral pelvic lymph node dissec- 
tion: Surgical removal of the entire prostate, along with 
pelvic lymph nodes. 


Radiologist: A physician specializing in the treatment of 
disease using radiation therapy. 


Risk profile: Outline of risk factors related to prostate 
cancer. 


Salvage radiation therapy: Used in patients with rising PSA 
after radical prostatectomy. 


Salvage radical prostatectomy: Used in patients with recur- 
ring prostate cancer, usually after radiation therapy. 


Secondary prevention: Process to reduce the recurrence of 
prostate cancer after initial treatment. 


Seminal vesicles: Either of a pair of pouchlike glands situ- 
ated on each side of the male urinary bladder that secrete 
seminal fluid and nourish and promote the movement of 
spermatozoa through the urethra. 


Serial PSA testing: Testing of PSA levels over a period of 
time. 
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Side effects: Problems that occur in addition to the desired 
therapeutic effect. 


Social worker: This professional is involved in support is- 
sues surrounding the management of prostate cancer and 
also in addressing financial concerns that arise surround- 
ing clinical management. 


Sonographic volume: Size of an organ or structure based on 
measurements using ultrasound waveforms. 


Stage: A numerical determination of how far the cancer 
has progressed. 


Surgery: Measures that are concerned with diseases 
and conditions that require or are amenable to operative 
procedures. 


Surgical margin: Visible normal tissue removed with surgi- 
cal excision of a tumor. 


Survivor volunteer: This individual “who has been there 
before” offers tremendous emotional support and comple- 
ments the service the professional staff provides. 


Testosterone: A male hormone. 
Thrombosis: See Blood clots. 


Transrectal ultrasonography: This test uses a small rectal 
probe to create an image of the prostate gland. 


Transurethral resection: A procedure in which an instru- 
ment is inserted through the penis to scrape out cancerous 
tissue interfering with urination. 
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Tumor: Mass or lump of extra tissue. 


Ureters: Tube-like structures that carry urine from the kid- 
neys down to the bladder on each side of the pelvis. 


Urinary control: Ability to control the voiding of urine. 


Urinary frequency: Urinating at frequent intervals during 
the day or with nighttime sleep. 


Urinary sphincter: Muscles used to control the flow of urine 
from the urinary bladder. 


Urinary urgency: The inability to suppress the sensation to 
urinate. 


Urologic surgeon: A physician who specializes in the medi- 
cal and surgical treatment of diseases of the genital (in 
males) and urinary tracts. 
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Aches and pains, 64 
Active surveillance, 2, 22 
watchful waiting vs., 86 
Activities of daily living 
older men and, 90 
during recuperation, 56 
Adenocarcinoma, 6 
Adjuvant systemic therapy, 30 
Adult children, telling about 
prostate cancer diagnosis, 
50 
Advanced directives, 82 
Advanced prostate cancer 
chemotherapy and, 29-30 
hormonal therapy and, 27-29, 
40 
hospice/palliative care and, 
82-83 
quality of life vs. quantity of 
life with, 81-82 
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stopping treatment, 82 
Advanced prostate cancer 
specialists, 76 
Aggressive treatment approach, 
23 
Aging 
cancer and, 87 
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intake of, 68 
Alpha,-antichymotrypsin, 9 
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Americans with Disabilities Act, 
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Anal stricture, radiation therapy 
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Androgen deprivation therapy, 
27 
for older men with prostate 
cancer, 95 
osteoporosis and, 99 
Anemia, in elderly patients, 
96-97 
Anger 
family members and feelings 
of, 46 
recognizing, 54 
Anterior zone, cancerous tissue 
in, 8 
Antidiarrheal agents, 97 
Antiemetics, 98 
Antinausea medications, 30, 40, 
95 
Anxiety, 2, 44, 46, 98-99 
Appetite problems, in older 
cancer patients, 97-98 
Aranesp, 96-97 


Bathing, 90 
Benign prostatic enlargement, 
PSA elevations and, 8 
Benign prostatic hyperplasia, 87 
Biopsies 
consultations and findings of, 
4 
PSA test inaccuracies and, 19 
Bisphosphonates, 99 
Black men, prostate cancer and, 
I-2 
Bladder neck 
contracture of, 36 
reconstruction of, 34-35 
Bleeding risks, surgery and, 33 
Blogging, 48 
Blood cell growth factors, 96 
Blood clots (thrombosis) 
older prostate cancer patients 
and, 99 
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37-38 
Blood transfusions, 33, 40 
Blood work, 20 
Board Certification, for 
urologists, 14 
Bone fractures, hormonal 
therapy for older men 
with prostate cancer and, 
95 
Bone mass loss 
hormonal therapy and, 28, 40 
minimizing, 99 
Bone metastases 
in older men, 87 
pain with, 28, 81 
Bone scans, 7, 20 
Boss, informing about cancer 
diagnosis, 52-53 
Bowel functions 
radiation therapy and, 27 
radical prostatectomy and, 25 
BPH. See Benign prostatic 
hyperplasia 
Brachytherapy, 26 
complications with, 38 
older men with prostate 
cancer and, 94 
Brady Urological Institute, 101 
Breast tenderness, 40, 64 
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Calcium supplements, 99 
Cancer. See also Prostate cancer 
in older persons, reason for, 

86-87 
overcoming and seeing world 
through different eyes, 
69-70 
Cancer control, radical 
prostatectomy, functional 
outcomes and, 25-26 
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Cancer deaths, prostate cancer 
as second leading cause 
among, 86 

Cancer staging, 5-9 

CaPCURE, to1 

Carbon dioxide gas infusion, 
within abdomen, 33 

Cardiac complications, in older 
cancer patients, 95, 99 

Cardiovascular disease, 
hormonal therapy and, 
40 

Cardiovascular health, 
maintaining, 73 

Catheters, 35 

CAT scans, 5, 7, 20, 76, 89 

Cavernous nerves, 25 

“Chemo-brain,” in elderly 
patients, 98 

Chemoresistance, 29 

Chemotherapy, 21, 29-30, 89 

clinical trials and, 80 
distant recurrences and, 77 
gastrointestinal side effects in 
older patients and, 97-98 
immune system health and, 
6o 
older men with prostate 
cancer and, 95-96 
side effects with, 40-41 
Chest x-rays, 20 
Children 
adult, telling about prostate 
cancer diagnosis, 50 
young, talking to about your 
cancer, 48-49 

Chronic illnesses, in older 
cancer patients, 90-91 

Chronological age, 88, 90 

Cialis, 37 

Clergy, 90, 93 

Clinically significant erectile 
dysfunction, 25 


Clinically significant urinary 
incontinence, 25 
Clinical staging, defined, 5-6, 7 
Clinical trials, 80, 86 
Cognitive effects, in elderly 
patients, 97 
Cognitive impairment, 
hormonal therapy for 
older men with prostate 
cancer and, 95 
Communication 
balancing new relationships, 
51-52 
discussing your fears, 46-47 
finding your own voice, 47-48 
informing your friends, 50-51 
juggling unexpected feelings, 
45-46 
letting boss and coworkers 
know about cancer, 52-53 
sharing cancer diagnosis with 
family and friends, 44-45 
sharing thoughts and feelings 
about cancer, 53-54 
support groups, 47-48 
talking with young children 
about your cancer, 48-49 
telling your adult children and 
parents about cancer, 50 
Community resources, 54. 
Comorbidity, treatment 
outcomes, side effects 
and, 90-91 
Complications 
radical prostatectomy and, 26 
recurrence, treatments and, 
77 
specialized radiation 
techniques and reduction 
in, 27 
Compression devices, 
pulmonary emboli and, 


38 


125 


Johns Hopkins Patients’ Guide to Prostate Cancer « Index 





Confusion, 97 
Conservative treatment 
approach, 23 
Constipation, in older cancer 
patients, 97-98 
Consultative visit, questions to 
ask during, 16-18 
Continence, 25 
Coping with diagnosis, 43-44 
discussing your fears, 46-47 
finding your own voice, 47-48 
juggling unexpected feelings, 
45-46 
Corticosteroids, 97-98 
Counseling, 63 
Coworkers, informing about 
cancer diagnosis, 52-53 
Cryosurgery, recurrence and, 77 
Cryotherapy, 30 
Cure, effective treatment and, 
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Darbepoetin, 97 
Deaths, from prostate cancer, 2, 
9 
Decision-making, informed 
patients and, 22 
Defecation, localized treatments 
and problems with, 64 
Dehydration 
chemotherapy and prevention 
of, 41 
in older patients, 98 
Dementia, 90, 92, 95-96 
Denial, 44 
Depression, 90 
family members and feelings 
of, 46 
in older cancer patients, 
98-99 
Dexamethasone, 98 
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DEXA scans, for older men with 
prostate cancer, 99 
Diabetes, 98 
hormonal therapy and, 29, 40 
for older men with prostate 
cancer, 95 
Diagnosis of prostate cancer. See 
also Communication; 
Coping with Diagnosis; 
Emotions; Treatment 
balancing new relationships, 
51-52 
coming to terms with, 43-44 
emotional reaction to, 43-44 
informing friends about, 
50-51 
initial appointment made in 
wake of, 13-16 
letting boss and coworkers 
know about, 52-53 
making, 1-2 
for older men, 87 
sharing information about, 
44-45 
sharing your feelings and 
thoughts about, 53-54 
telling adult children and 
parents about, 50 
Diapers, urinary incontinence 
and, 32, 35 
Diaries, 48 
Diarrhea 
chemotherapy and, 40 
in older patients, 97 
radiation therapy and, 39 
Diet 
balanced, 60, 65-66 
preventing recurrence and, 72 
Dieticians, 93 
Digestive function, age-related 
changes in, 91 
Digital rectal examinations, 1,7 
annual, 23 
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no palpable disease on, 22 
repeat, 18 
Diphenhydramine, 98 
Disruptions in daily life, 
minimizing, 55-58 
Distant recurrence, local 
recurrence vs., treatment 
options, 76-77 
Distress, 63 
Diuretics, 97 
Docetaxel, 96 
Dorsiflexion exercises, 38 
Dying with dignity, 82-83 


E 


Early detection, 2, 3 
Eating, 90 
Economic stability, 90 
Elderly, common treatment 
complications in, 96-99 
Electrocardiogram, 20 
Embarrassment, 44 
Emotional stress, handling, 65 
Emotions 
around diagnosis 
adult children and parents 
reactions, 50 
anxiety, 44 
discussing your fears, 
46-47 
embarrassment, 44 
friends and, 50-51 
honesty around, 54 
hopelessness, 43, 53 
juggling unexpected 
feelings, 45-46 
new relationships and, 
51-52 
powerlessness, 53 
sadness, 43 
sharing, 53-54 
shock, 43 


support groups and 
handling of, 47-48 
understanding, 43-44 
work environment and, 
52-53 
young children and sharing 
of, 48-49 
around recurrence, 61-62 
Empowerment, mind-body 
health and, 62 
End-of-life plans, 92 
Environmental factors, prostate 
cancer incidence and, 72 
Epoetin, 97 
Epogen, 97 
Erectile dysfunction, 32 
clinically significant, 25 
hormonal therapy for older 
men with prostate cancer 
and, 95 
lessening long-term side 
effects related to, 36-37 
radiation therapy and, 39 
radical prostatectomy and 
occurrence of, 25 
surgery and, 33 
Erection-producing nerves, 
preservation of, 18-19 
Erection recovery, post-surgery 
rates of, 3'7 
Erections, 25, 36-37 
Erythropoiesis, 97 
Estate planning, 80, 92 
Estramustine, 98 
Exercise 
committing to program of, 66 
increasing, preventing 
recurrence and, 72 
resuming after surgery, 57 
Expectant management, 21, 
22-23, 86, 89, 93 
External beam radiotherapy, 26 
complications with, 38 
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older men with prostate 
cancer and, 95 
External urinary sphincter, 
strengthening, 35 


F 


Family 
asking for help from, 55, 56 
juggling unexpected feelings 
from, 45-46 
quality time with, 90 
sharing cancer diagnosis 
with, 44-45 
spending more time with, 69 
Family and Medical Leave Act, 
58 
Fatigue, 64 
hormonal therapy and, 40 
in older cancer patients, 98 
radiation therapy and, 38, 59 
for older men, 93 
Fears 
discussing, 46-47 
of recurrence, 71 
Feelings. See also 
Communication; 
Emotions 
about diagnosis, 43-44 
sharing, 53-54 
unexpected, juggling, 45-46 
Financial management, 80, 90 
Financial support, for older man 
with prostate cancer, 92 
Fitness, determining level of, for 
older men, 90 
Fluid intake 
chemotherapy and, 41 
older patients and, 97 
Food planning, 56 
Fractures, 99 
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Frailty, determining level of, for 
older men, 90 
“Free” PSA level, 8-9, 22 
Friends 
asking for help from, 55, 56 
informing about prostate 
cancer diagnosis, 50-51 
sharing cancer diagnosis 
with, 44-45 
Fruits and vegetables 
boosting immune system 
with, Go 
good nutrition and 
consumption of, 65 
increasing consumption of, 72 
Frustrations, recognizing, 54. 
Functional losses, 32 


G 


Gastrointestinal function, age- 
related changes in, 91 
G-CSF, 97 
Genetics counselors, 3 
Geriatricians, 93 
Geriatric oncologists, 95 
Geriatric oncology programs, 93 
Gleason score, 4, 5, 6-7, 19 
expectant management and, 
22 
prostate cancer in older men 
and, 88 
recurrence and, 73 
Goal setting, 68-69 
for older patients, 897-90 
short-term, 80-83 
Grade of cancer, risk for 
recurrence and, 73 
Granulopoietic growth factors, 


Guilt, family members and 
feelings of, 46 
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Hair loss, chemotherapy and, 40 
Healthcare proxy, 92 
Healthier lifestyle, living, 65-68 
Hearing loss, 97 
Heart attack, 87 
Heart failure, 96 
Heart problems, in older cancer 
patients, 98 
High blood pressure, 96 
High-intensity focused 
ultrasonography, 30 
Hopelessness, feelings of, 53 
Hormonal suppression, 89 
Hormone therapy, 21, 23, 2'7-29, 
30 
advanced or metastatic 
prostate cancer and, 80 
older men with prostate 
cancer and, 95 
recurrence and, 77 
side effects and, 28-29, 40, 
64 
timing of, 28 
Hospice care, 82-83, 90 
Hospice Foundation of America, 
IOI-I02 
Hot flashes, 64 
hormonal therapy and, 28, 40 
for older men with prostate 
cancer, 95 
Housekeeping, 56, 90 
Hyperactive bladder, 35 


Imaging studies. See also CAT 
scans; Magnetic 
resonance imaging; 
Ultrasonography 

reports from, 5 
role of, 19-20 


Immune system, weakened, 59 
Imodium, 97 
Impotence, radical 
prostatectomy and 
occurrence of, 25. See 
also Erectile dysfunction 
Incurable cancer, 79-83 
hospice/palliative care and, 
82-83 
quality of life vs. quantity of 
life and, 81-82 
setting short-term goals and, 
80-81 
stopping treatment for, 82 
treatment goals for metastatic 
disease and, 79-80 
Infection prevention, 59-Go 
Informed patients, decision- 
making and, 22 
Initial appointment, making, 
13-16 
Internet, 48 
Interstitial seed (brachytherapy) 
radiotherapy, 26, 94 
Intervention choices, variation 
in, 2 
Intimacy, prostate cancer, new 
relationships and, 51-52 
Intracavernosal vasoactive 
drugs, 37 
Intraurethral vasoactive drugs, 
37 
Intravenous fluids, 97 
Involvement of older patients, 
with treatment, 91-92 
Iodine-125 seeds, placement of, 
into prostate, 26 
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Job protection, 53 
Journaling, 48 
Joys in life, focusing on, 67 
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Kidney function, age and 
decline in, 91, 98 


L 


Laboratory tests, 4 
Laparoscopic approach, for 
removal of prostate gland, 
24 
Laparoscopic surgery, 33 
Laxatives, 98 
Lead time effect, 3-4 
Leg stockings, 38 
Levitra, 37 
Life expectancy, 2, 88-89, 90 
Lifestyle changes, preventing 
recurrence and, 72 
Liver function, age-related 
changes in, 91 
Living will, 92 
Localized prostate cancer, 31-32 
expectant management of, 
22-23 
metastatic prostate cancer vs., 
21-22 
radiation therapy and, 26-27 
for older men, 94-95 
surgery for, 23-26 
Localized treatments, 21-22 
Locally advanced prostate 
cancer, hormonal therapy 
and, 29 
Local recurrence, distant 
recurrence vs., treatment 
options for, 76-77 
Logistical details, radiation 
therapy for older men 
and, 94 
Longevity, 5 
Long term management 
program, 80 
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Long term side effects, 
managing, 64-65 
Lymph nodes, cancer and spread 

to, 73 


M 


Magnetic resonance imaging, 5 
clinical staging and results 
from, 7 
of pelvic region, 20 
Malaise, 64 
Malignant form of prostate 
cancer, 6 
Malnutrition, 90 
Man to Man, 47 
Masks, 60 
Meaning in life, G9 
Medical center, selecting, 2-3 
Medical clearance, 20 
Medical oncologist, 3, 12, 63, 80 
Medical records, 4-5, 15 
Medications, managing, 90 
Men, prostate cancer incidence 
in, 86 
Mental acuity, decreased, 
hormonal therapy and, 
28 
Mental acuity changes, 64-65 
Metastases 
distant, 76-77 
hormonal therapy and 
management of, 27-28 
Metastatic prostate cancer 
hormonal therapy and, 29, 95 
localized prostate cancer vs., 
21-22 
understanding treatment 
goals for, 79-80 
Mind-body health 
re-engaging, after treatment, 
61-70 
counseling, 62 
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goal setting, 68-69 
living a healthier lifestyle, 
65-68 
managing long term side 
effects, 64-65 
seeing world through 
different eyes, 69-70 
survivorship, 61-62 
Mitoxantrone, 98 
Monitoring 
for recurrence, 74-76 
treatment for older men and, 
89 
Mortality, accepting, 69 
Mortality rate, for prostate 
cancer, 2 
MRI. See Magnetic resonance 
imaging 
Mucositis, in older patients, 97 
Multidisciplinary teams, for 
older men with prostate 
cancer, 93 
Muscle mass loss, 90, 95 
Myelosuppression, in elderly 
patients, 97 
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National Cancer Institute, 102 
National Institutes of Health, 
104 

National Prostate Cancer 
Coalition, 104-105 
Nausea, chemotherapy-induced, 


97 
Neighbors, asking for help from, 
55, 56 
Nerve-sparing decisions, 18-19 
“Nerve-sparing” refinements, of 
radical prostatectomy, 25 
Neulasta, 97 
Neupogen, 97 





Neurotoxicity, in elderly patients, 

98 

New relationships, single men 

with prostate cancer 

diagnoses and, 51-52 

Night sweats, 64 

Nomograms, 6 

Nonlocalized treatments, 22 

Nurses, 13, 92-93 

Nutrition 

healthy, 65-66 

for older men with prostate 
cancer, 92, 98 
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Observation, recurrence and, 74 

Older men, prostate cancer in, 
85-99 

Oncologists, 93 

Oncology nurses, 3 

Oncology team, selecting, 2-3 

Open retropubic approach, 24 

Oral phosphodiesterase type 5 
inhibitors, 37 

Orchiectomy, 28 

Orgasmic function, altered, 
radiation therapy and, 39 

Osteoporosis, 95, 99 

Overtreatment, 86 


P 
Pads, 32, 35, 59 


Pain, with metastatic prostate 
cancer, 81 

Palladium-1o2 seeds, placement 
of, into prostate, 26 

Palliative care, 82-83, 87, 89, 90 

Palliative radiation therapy, 95 

Palpable hardness, digital rectal 
examination and, 22 

Parents, telling about cancer 
diagnosis, 50 
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Pathological staging, 7 

Pathologist, 12 

Pathology review, repeat, 19 

Pathology slides, 15 

Patient advocates, 57 

Pelvic blood vessels, 
identification and 
surgical control of, 25 

Pelvic CAT scan. See CAT scan 

Pelvic floor strengthening 
exercises, 35 

Pelvic lymph nodes, removal of, 
8, 24 

Pelvic MRI studies, 20 

Pelvic structures, preserving, 25 

Penile atrophy, 36 

Penile deformities, radiation 
therapy and, 39 

Penile implants, 3'7 

Perineal approach, for removal 
of prostate gland, 24 

Peripheral neuropathy, 98 

Peripheral zone, cancerous 
tissue in, 8 

Pharmacists, 93 

Physiatrists, 93 

Physical fitness 

importance of, 66 
maintaining, 65 

Physical strength, regaining, 62 

Polypharmacy, 91, 97 

Positive margins, 25 

Powerlessness, feelings of, 53 

Predictive, validated 
nomograms, 6 

Prednisone, 98 

Preoperative examination, 20 

Prevention, as ultimate 
intervention, 71-72 

Procrit, 97 

Prostascint scans, monitoring 
for recurrence and, 76 
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Prostate biopsies, 22 
annual, 23 
repeat, 19 
Prostate cancer. See also 
Advanced prostate 
cancer; Localized prostate 
cancer; Prostate cancer in 
older men 
becoming informed about, 46 
controversies around 
diagnosis of, 2 
as leading cancer diagnosis in 
men, 86 
learning about, before first 
visit, 3-4 
as life-altering condition, 
69-70 
most common form of, 6 
natural history of, 5 
prevalence of, 1-2 
surviving, 61-62 
talking with young children 
about, 48-49 
Prostate cancer diagnosis. See 
Diagnosis of prostate 
cancer 
Prostate Cancer Foundation, 105 
Prostate cancer in older adults, 
85-99 
balancing benefits and harms 
of treatment, 91 
chemotherapy and, 95-96 
chronic illnesses comorbid 
with, 90-91 
chronological age and, go 
decision making steps, 87-92 
determining fitness or 
frailty status, 90 
getting a diagnosis, 87 
goals of patient, 89-90 
goals of treatment, 89 
knowing cancer’s stage, 88 


Index 





knowing your life 
expectancy, 88-89 
getting involved, 91-92 
hormonal therapy and, 95 
radiation therapy and, 94-95 
reasons for, 86-87 
surgery and, 94 
team involvement and, 92-93 
treatment complications with, 
96-99 
Prostate cancer risk profile, 
medical records and, 4-5 
Prostate cancer urologic 
surgeon, II-12, 14 
Prostate gland 
removal of, 23-26, 33, 36 
treatment relative to location 
of, 32 
Prostate imaging radiologist, 3 
Prostate pathologist, 3 
Prostate sonographic volume, 22 
Prostatitis, PSA elevations and, 
8 
PSA density, 8, 22 
PSA levels, 5 
elevated, 1, 87 
evaluation of prostate cancer 
and, 8 
in older men, 88 
PSA monitoring, recurrence 
and, 74-75 
PSA tests 
complications related to, 8-9 
expectant management and 
results of, 22 
scheduling of, 23 
repeat, 19 
serial, 4 
PSA velocity, 8, 9 
Psychiatrists, 93 
Psychosocial support staff, 3 
Pulmonary embolism, radical 
prostatectomy and, 38 


Q 


Quality of life 
goals for older patient and, 
89-89 
quantity of life vs., 81-82 
Quality time, with family, 90 


R 


Radiation, tests done prior to, 20 
Radiation oncologist, 3, 12, '76 
Radiation therapist, 63 
Radiation therapy, 21, 23, 26-27 
advantages with, 27 
after surgery, 74 
fatigue and, 59 
gastrointestinal side effects in 
older patient, 97-98 
hormonal therapy given prior 
to, 29 
long range planning for fitting 
life activities around, 57 
older men with prostate 
cancer and, 94-95 
PSA monitoring after, 74-75 
side effects and, 27, 32, 38-39, 
64 
Radical prostatectomy, 74 
with bilateral pelvic lymph 
node dissection, 24 
cancer control and, 25-26 
complications of, 33 
functional recovery after, 25 
local recurrence after, 77 
managing urinary issues 
after, 36 
older men with prostate 
cancer and, 94 
urinary incontinence and, 34 
Radiologist, 12 
Radiology reports, 4-5 
Ranitidine, 98 
Records, gathering, 4-5 
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Recovery 
optimal, facilitating, 56 
understanding limitations 
during, 57 
Rectal symptoms, radiation 
therapy and, 39 
Rectum, surgery and risk of 
injury to, 34 
Recuperation, activities of daily 
living during, 56 
Recurrence 
concerns about, 61-62 
good nutrition and 
minimizing chances of, 
65 
monitoring for, 74-76 
prevention and, 71-76 
risk for, 73 
Relationships, rebuilding, 69 
Relaxation therapy, 67 
Resentment, family members 
and feelings of, 45 
Resources, trusted, 101-105 
Responsibilities, additional, 
family members and, 
45-46 
Rest, necessity of, Go 
Retropubic approach, for 
removal of prostate gland, 
24 
Risk profile, 2, 74 
Robotic assistance, 24 
Robotic surgery, 33 
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Salvage radiation therapy, to 
pelvic region, 77 

Salvage radical prostatectomy, 
recurrence and, 77 

Scar tissue, around reconnected 


bladder and urethra, 36 
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Scheduling 
planning care and 
minimizing disruptions 
in daily life, 55-58 
work hours around treatment, 
58 
Secondary prevention, 72 
Seminal vesicles 
cancer and invasion of, 73 
removal of, 24, 36 
Serial PSA testing, 75 
Sexual function 
localized treatments and 
problems with, 64 
outcomes related to recovery 
of, 14 
post-surgery recovery of, 24 
radiation therapy and, 27 
surgery and, 36-37 
Sexuality, prostate cancer, new 
relationships and, 51-52 
Sexual libido, decreased, 
hormonal therapy and, 
28, 40 
Shopping, 90 
Side effects of treatment, 31-41 
chemotherapy and, 40-41 
hormone therapy and, 40, 64, 
94 
long-term, managing, 64-65 
not feeling well from, 58-59 
older cancer patients and, 91 
quality of life and, 81 
radiation therapy and, 38-39, 
64, 93 
reduced, 32 
surgery and, 33-38, 64 
Smoking, avoiding, 68 
Social isolation, 90 
Social workers, 13, 93 
Sores in mouth and throat, 
chemotherapy and, 41 
Spiritual advisors, 83 
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Spiritual support, for older men 
with prostate cancer, 92 
Stages of cancer, 5-9 
in older men, knowing, 88 
risk for recurrence and, 73 
Stamina, regaining, struggle 
around, 58 
Stool softeners, 98 
Stress 
family members and feelings 
of, 46 
managing, 66-67, 93 
Stroke, 87 
Support 
from family and friends, 
44-45 
professional, 63 
trusted resources for, 101-105 
Support groups, 47 
Surgeon, 63 
Surgery, 2, 21, 23-26 
gastrointestinal side effects in 
older patient and, 97-98 
obtaining informing about 
recovery after, 57 
for older men with prostate 
cancer, 93 
PSA monitoring after, 74-75 
radiation therapy after, 74 
side effects and, 32, 33-38, 64 
tests done prior to, 20 
walking after, 38 
Surgical expertise 
outcome and, 24 
reduction in side effects and, 
34 
Surgical margins, cancer found 
at, 73 
Surgical outcomes, 14 
Surveillance program, 62 
Survivorship, 61-62 
Survivor volunteer, 13 


T 


Taxane compounds, 98 
Taxotere, side effects with, 29 
Taxotere-based chemotherapy, 
older men with prostate 
cancer and, 96 
Team, for older cancer patient, 
92-93 
Testicles, removal of, 28 
Testosterone, 27-28, 40 
Tests, necessary, 18-20 
Thoughts, sharing, 53-54 
Thrombosis (blood clots), 37-38, 
99 
Toxicity 
age-related, 91 
chemotherapy-associated, 
older men with prostate 
cancer and, 95-96 
Transportation, for older men 
with prostate cancer, 92 
Transrectal ultrasonography, 30 
Transurethral prostate resection, 
for benign prostate 
enlargement or multiple 
biopsies, 34 
Transurethral resection, of 
prostate, 23 
Treatment. See also 
Chemotherapy; Hormone 
therapy; Radiation 
therapy; Side effects of 
treatment; Surgery 
cure achieved through, 62 
elderly patients and 
complications related to, 
96-99 
infection prevention and, 
59-60 
optimal, a1 
options, local vs. distant 
recurrence, 76—77 
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planning ahead for, 56 
stopping, 82 
weakened immune system 
and, 59 
Treatment decision-making, 
complexity of, 2 
Treatment goals, of older patient, 
89-90 
Tumor aggressiveness, Gleason 
score and, 6—7 
Tumors, poorly differentiated, 8 


U 


Ultrasonography, high-intensity 
focused, 30 
Ureters, surgery and risk of 
injury to, 34 
Urinary continence, 25 
Urinary control 
localized treatments and 
problems with, 64 
outcomes related to recovery 
of, 14 
rates for recovery of, 35 
surgery and, 34 
working and managing issues 
around, 59 
Urinary frequency, 39 
Urinary functions 
post-surgery recovery of, 24 
radiation therapy and, 27 
Urinary incontinence, 32 
catheters and, 35 
clinically significant, 25 
radical prostatectomy and 
occurrence of, 25 
surgery and, 33, 34 
Urinary outlet reconstruction, 
36 
Urinary sphincter 
proper dissection of, 25 
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reconstructed bladder neck 
connected to, 34-35 

regaining strength in, 59 

rinary stream, slow, post- 
surgery, 35-36 

Urinary urgency or frequency, 

radiation therapy and, 

38-39 

Urologic consultations, medical 
records from, 5 

rologic surgeon, 3 

rologist, 37, 76 

s TOO International Prostate 
Cancer Education & 
Support Network, 47, 105 
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Vacuum erection devices, 37 
Vegetables and fruits 
boosting immune system 
with, 60 
good nutrition and 
consumption of, 65 
increasing consumption of, 72 
Viagra, 37 
Vitamin D supplements, 98 
Vitamins, excessive use of, 
cancer progression and, 
72-73 
Volunteering, 69 
Vomiting, chemotherapy- 
induced, 95-96 


Ww 


Watchful waiting, 89, 93 
active surveillance vs., 86 

Water pills, 97 

Weakness, 64 

Web sites, 48 

Weight gain, 64 

Weight loss, 28, 32 


Index 





Wills, 92 
Work 
continuing, 58 
radiation therapy and, 57 
stress management and, 67 
Workplace, cancer diagnosis 
issues in, 52-53 


Y 
Yoga, 67 
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Zoledronic acid, kidney function 
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